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ABSTRACT 


N 


This  inquiry  has  attempted  to  review  experience  with  state 
medicine,  state  health  insurance  or  public  medical  service  which 
might  be  applicable  to  Alberta.  The  findings  of  the  inquiry  may 

be  conciselv  stated  as  follows: 

%/ 

British  experience  with  health  insurance  points  to  the  danger  of  im¬ 
posing  extensive  state  schemes  of  medical  treatment  on  top  of  unco¬ 
ordinated  existing  health  service.  The  need  of  a  long  range,  compre¬ 
hensive  and  coordinated  scheme  of  medical  treatment  and  public  health 
activity  is  emphasized. 

French  and  German  experience  indicates  the  recent  widening  of  state 
social  insurance  to  cover  all  the  contingencies  to  which  the  working  man 
and  his  dependents  are  exposed.  The  recommendations  of  the  recent 
Royal  Commission  in  Australia  support  this  viewpoint,  suggesting  the 
consolidation  and  extension  of  existing  social  services  to  that  end. 

American  experience  has  been  more  individualistic.  However,  the 
mounting  cost  of  medical  service  has  recently  directed  attention  to  the 
social  aspects  of  medicine  and  interesting  developments  are  to  be  noted, 
though  as  yet  utilized  in  a  small  way.  The  development  of  methods  of 
preventive  medicine  in  rural  communities  has  been  marked. 

Canadian  experience  covering  county  health  units,  health  insurance 
and  contract  medicine  is  reviewed.  The  steps  towards  socialized  medicine 
in  Alberta  are  presented — the  municipal  hospitals  and  contract  medicine 
being  prominent. 

The  provision  of  a  state  medical  service  for  the  Province  has  different 
phases  for  urban  and  rural  areas.  In  the  former  the  system  of  health 
insurance  as  proposed  in  British  Columbia  and  in  certain  of  the  United 
States  is  feasible.  In  the  rural  districts  a  system  of  medical  service  which 
combines  the  present  municipal  hospitals  with  municipal  physicians  is 
apparently  workable  at  reasonable  cost. 

While  these  proposals  are  feasible,  their  cost  to  the  Province  would  be 
considerable.  Inasmuch  as  the  largest  measure  of  public  health  is  doubt¬ 
less  the  result  aimed  at,  it  would  appear  prudent  to  weigh  carefully  the 
probable  value  of  such  a  program  in  the  improvement  of  public  health  as 
against  the  results  from  similar  expenditure  along  preventive  lines.  The 
curing  of  sickness  is  only  a  part — “perhaps  a  minor  part”  of  the  total 
health  measures  for  the  people.  The  application  of  preventive  medicine 
in  the  past  has  resulted  in  great  gains  to  the  public  health,  and  preventive 
medicine  is  peculiarly  the  function  of  the  state.  No  programme  of  purely 
curative  medicine  should  hamper  its  energies  in  the  sphere  of  pievention. 
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I. — INTRODUCTION. 


The  resolution  relative  to  state  medicine  at  the  last  session  of 
the  Legislature  reads  as  follows: 

RESOLVED,  that  the  Government  should  cause  an  inquiry  to  be 
made  for  the  purpose  of  inquiring  into  legislation  now  in  force  in  any 
country  and  suggested  legislation  and  proposals  having  for  their  object 
the  provision  of  any  medical  or  surgical  service  to  the  people  as  a 
public  service;  the  nature  and  extent  of  such  service  and  the  efficiency 
thereof;  the  cost  thereby  entailed  on  the  public  funds  and  the  financial 
arrangements  for  the  payment  thereof ;  the  feasibility  of  adopting  with 
or  without  notification  any  such  legislation  or  proposals  in  the 
Province  of  Alberta,  having  regard  to  prevalent  conditions  and  cir¬ 
cumstances,  and  the  probable  cost;  such  report  shall  be  completed  in 
order  that  it  can  be  submitted  to  this  Legislature  at  the  next  Session. 

It  will  be  noted  that  this  resolution  is  interested  in  the  provision 
of  medical  treatment  in  cases  of  sickness.  It  is  not  primarily  in¬ 
terested  in  preventive  medicine  as  a  public  health  measure  or  in 
the  provision  of  sickness  benefits  in  cash,  commonly  a  feature  of 
health  insurance  schemes. 

Most  of  the  existing  systems  of  health  insurance  provide  for  both 
medical  and  sickness  benefit.  The  former  consists  of  medical  or 
hospital  care  and  the  latter  of  cash  benefits  payable  over  a  period 
of  sickness,  and  intended  to  indemnify  the  insured  for  loss  of  wages. 

As  called  for  by  the  resolution,  the  following  report  is  being 
presented  covering  systems  of  state  medicine  with  consideration  of 
their  applicability  to  Alberta.  Information  is  included  dealing 
with  a  scheme  of  cash  benefits  for  sickness  should  this  information 
be  desired. 


II. — SURVEY  OF  STATE  MEDICINE  AND  PUBLIC 

HEALTH  PRACTICE. 


1. — The  British  System  of  Health  Insurance. 


At  the  outset  a  distinction  should  be  made  between  “state 
medicine”  and  health  insurance,  or  more  properly,  insurance  against 
sickness.  It  is  unfortunate  that  the  British  scheme  of  health  insur¬ 
ance,  the  most  prominent  scheme  in  existence,  is  rather  misnamed, 
as  it  is  a  system  of  state  medicine,  together  with  a  cash  benefit 
for  sickness.  The  terms  of  reference  of  this  inquiry  obviously 
concern  only  state  medicine — the  provision  of  medical,  surgical  and 
hospital  services,  partly  or  wholly  from  state  funds. 

The  British  scheme  is  considered  under  the  following  heads: 


(a)  As  representative  of  European  schemes. 

(b)  History. 

(c)  Scope  and  nature. 

(cl)  Review  of  operation,  objections  and  proposed  changes, 
(e)  Lessons  to  be  learned. 
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(a)  The  British  Scheme  representative  of  European  schemes. 


Schemes  of  health  insurance  including  medical  benefit  are  in 
operation  generally  throughout  Europe.  These  schemes,  while 
varying  in  detail,  have  their  main  points  in  common,  viz.  :• 

(a)  Funds  are  raised  by  the  three-party  contribution,  employer, 
employee  and  state. 

(b)  They  are  restricted  to  wage-earning  classes. 

(c)  They  supply  both  medical  and  cash  benefits. 


To  Canadians,  the  British  scheme  is  the  best  known  of  the 
European  schemes.  It  is  one  of  the  oldest,  has  an  extensive  scope 
and  has  recently  been  exhaustively  reviewed  by  a  Royal  Commis- 
sion.  Bcause  of  these  features  and  the  fund  of  information  avail¬ 
able  regarding  it,  it  has  been  taken  as  representative  of  European 
schemes  in  general. 


(b)  History. 

The  proposal  for  national  health  insurance  in  Great  Britain  had 
been  suggested  with  the  increasing  strength  of  the  Labour  party 
from  1905  on,  as  part  of  a  general  scheme  of  social  insurance.  It 
was  first  actually  formulated  and  presented  to  Parliament  in  1911 
by  the  Liberal  Government  as  part  of  the  National  Insurance  Act 
covering  both  unemployment  and  health  insurance.  To  some  extent 
it  followed  the  lines  of  the  German  scheme,  but  adapted  to  British 
conditions.  There  was  relatively  little  opposition  to  the  unemploy¬ 
ment  section  of  the  Bill,  but  the  health  insurance  section  met  with 
opposition  from  doctors,  some  employers,  and  other  interests.  The 
proposal  was  in  the  front  line  of  discussion  for  the  session  of  1911, 
and  after  much  amendment,  the  Liberal  (Lloyd-George)  govern¬ 
ment  grew  impatient  with  much  of  the  minor  opposition  and  re¬ 
sorted  to  closure  to  force  many  of  the  clauses  of  the  Bills  through. 
The  Act  became  operative  on  January  15th,  1913. 

The  Scheme  provided  for  administration  through  the  then  exist¬ 
ing  trade  union  and  friendly  societies,  sick  schemes,  etc.  In  1911 
about  six  million  people  were  insured  in  such  organizations.  Some 
of  these  were  on  an  occupational  basis  and  some  were  on  a  local 
basis,  but  most  were  in  amorphous  organizations  where  membership 
was  not  related  either  to  industry,  occupation  or  location.  Only  the 
better  paid  workmen  could,  as  a  rule,  afford  to  make  such  provision. 
From  this  it  will  be  apparent  that  to  a  considerable  extent  the 
Health  Insurance  Scheme  adapted  the  existing  machinery  for  its 
administration. 


(c)  The  Scope  and  Nature. 

The  Scheme  of  National  Health  Insurance  in  Britain  is  on  a 
compulsory  and  contributory  basis.  The  persons  who  are  required 
to  be  insured  are,  subject  to  certain  exceptions,  all  those  between 
the  ages  of  1G  and  TO  who  are  employed  under  a  contract  of  service 
in  manual  labour,  or  in  non-manual  employment  at  a  rate  of  remun¬ 
eration  not  exceeding  £250  a  year.  The  total  number  of  persons 
insured  exceeds  15,000,000.  Certain  employments,  though  falling 
within  the  general  definition  given  above,  are  excepted  from  com¬ 
pulsory  insurance,  the  chief  of  these  being  employment  under  the 
Crown  or  a  local  authority  where  the  conditions  of  employment 
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include  provision  against  sickness  not  less  favourable  than  that 
secured  under  the  Act.  Provision  is  also  made  under  which  em- 
ployed  pei  sons  who  are  in  receipt  of  a  pension  or  private  income 
of  £26  a  year  or  upwards,  or  who  are  ordinarily  or  mainly  de¬ 
dependent  on  some  other  person,  or  some  non-insurable  occupation, 
may  secure  exemption,  in  which  case  they  themselves,  but  not  their 
employers,  are  exempted  from  the  liability  to  pay  contributions. 


The  total  number  of  exempt  persons  has  never  been  considerable, 
and  is  at  the  present  time  only  about  36,000.  In  addition  to  the 
persons  (known  as  employed  contributors)  who  are  required  to  be 
insured,  the  Scheme  provides  for  the  inclusion  as  voluntary  contri¬ 
butors  of  persons  who,  after  having  been  employed  and  insured  for 
at  least  two  years,  elect,  on  ceasing  to  be  insurably  employed,  to 
continue  in  insurance,  paying  the  whole  weekly  contribution  them¬ 
selves.  The  number  of  voluntary  contributors  is  at  present  only 
about  32,000.  It  may  be  observed  that  the  present  provisions 
relating  to  voluntary  contributors  represent  a  great  restriction  on 
the  arrangements  contemplated  in  the  original  Act.  At  the  outset 
the  Scheme  provided  for  the  inclusion  as  voluntary  contributors  of 
those  persons  who,  by  reason  of  the  fact  that  they  worked  on  their 
own  account,  did  not  come  under  the  compulsory  provisions  of  the 
Act.  The  response  made,  however,  showed  that  there  was  prac¬ 
tically  no  demand  for  insurance  on  a  voluntary  basis,  and  accord¬ 
ingly  in  1918  future  admission  to  the  class  of  voluntary  contributors 
was  restricted  to  those  who  had  for  a  definite  period  been  insured 
as  employed  contributors. 

The  cost  of  the  Scheme  is  shared  between  the  insured  persons, 
their  employers  and  the  National  Exchequer.  The  revenue  is 
derived,  in  the  first  instance,  from  weekly  contributions,  paid  partly 
by  the  workers  and  partly  by  their  employers  by  means  of  health 
insurance  stamps  affixed  to  contribution  cards,  the  rate  of  con¬ 
tribution  in  1925  being  lOd.  a  week  in  the  case  of  men,  of  which  5d. 
was  payable  by  the  employer  and  5d.  by  the  worker;  and  9d.  in  the 
case  of  women,  of  which  5d.  was  paid  by  the  employer  and  4d.  by 
the  worker.  As  from  Jan.  4th,  1926,  these  rates  have  been  reduced 
to  9d.  a  week  in  the  case  of  men  (employer  4y>d.,  worker  4%d.), 
and  8y2d.  a  week  in  the  case  of  women  (employer  4y2d.,  worker  Id.) 
consequent  on  the  modification  of  the  benefits  of  the  Scheme 
which  follow  from  the  provision  of  pensions  at  65  under  the  recent 
Widows,  Orphans  and  Old  Age  Contributory  Pensions  Act.  The 
contribution  from  the  National  Exchequer  towards  the  cost  of  the 
Scheme,  apart  from  the  cost  of  the  Central  Departments,  takes  the 
form  of  the  payment  of  two-ninths  of  the  total  cost  of  the  benefits 
and  of  their  administration  payable  on  disbursement,  that  is  to  say, 
a  payment  by  a  societv  attracts  the  State  contribution  of  two-ninths. 


The  total  income  received  from  contributions  in  the  year  1924 
amounted  to  £27,377,000,  and  a  sum  of  about  £5,000,000  was  derived 
from  interest  on  accumulated  funds.  The  expenditure  on  benefits 
was  £26,118,000,  and  the  cost  of  administration  of 
approved  societies  and  insurance  committees  vas  -  ,<  ,  .  K 

total  expenditure  from  the  Exchequer  towards  the  cost  of  the 
Scheme,  inclusive  of  the  cost  of  the  central  Goverament  Depart- 
ments  concerned  in  the  administration,  vas  £<, 
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The  benefits  provided  under  the  Scheme  are: — 

(1)  Medical  benefit,  i.e.,  medical  treatment  and  attendance,  includ¬ 
ing  the  provision  of  proper  and  sufficient  medicines  and  of  the  prescribed 
medical  and  surgical  appliances. 

(2)  Sickness  benefit,  i.e.,  periodical  payments  during  incapacity  for 
work  through  illness.  The  ordinary  rates  of  sickness  benefit  are  15s.  a 
week  for  men  and  12s.  a  week  for  women,  commencing  the  fourth  day  of 
incapacity  and  continuing  for  a  maximum  period  of  26  weeks. 

(3)  Disablement  benefit,  i.e.,  a  continuance  of  periodical  payments 
during  illness  at  the  reduced  rate  of  7s.  6d.  a  week  for  both  men  and 
women  after  the  title  to  sickness  benefit  has  been  exhausted. 

(4)  Maternity  benefit,  i.e.,  payment  of  the  sum  of  £2  on  the  confine¬ 
ment  of  an  insured  woman  or  the  wife  of  an  insured  man.  (A  total  sum 
of  £4  is  payable  in  the  case  of  a  married  woman  who  is  or  has  recently 
been  herself  an  employed  contributor;  these  cases  represent  25  per  cent, 
of  the  whole  number  of  payments  to  married  women.) 

(5)  Additional  benefits,  which  may  be  provided  by  an  approved  so¬ 
ciety  having  a  disposable  surplus  on  valuation,  and  may  take  the  form 
either  of  an  increase  of  the  normal  cash  benefits,  or  payment  towards 
the  cost  of  various  forms  of  treatment,  such  as  dental,  ophthalmic,  hospital 
or  convalescent  home  treatment. 

The  Act  makes  provision  for  variation  from  the  normal  con¬ 
tributions  or  benefits  in  the  case  of  certain  special  classes  of  insured 
persons,  such  as  women  who  cease  employment  on  marriage,  men 
serving  in  the  armed  forces  of  the  Crown,  seamen  of  the  Mer¬ 
cantile  Marine,  and  others.  There  ars  also  special  provisions  on  a 
non-insurance  basis  for  that  class  of  persons  known  as  deposit 
contributors,  who  cannot,  or  do  not  attempt,  to  obtain  admission 
to  an  approved  society. 

A  general  supervision  over  the  administration  of  the  Scheme  on 
behalf  of  the  Central  Government  is  undertaken  in  England  and 
Wales  by  the  Ministry  of  Health  and  in  Scotland  by  the  Scottish 
Board  of  Health.  These  Departments  have  an  outside  staff  of  in¬ 
spectors  distributed  over  the  country,  whose  primary  duty  is  to 
secure  compliance  with  the  provisions  of  the  Act  relating  to  the 
payment  of  contributions.  The  prompt  payment  of  the  contribu¬ 
tion  in  respect  of  the  15,000,000  insured  persons  week  by  week  is 
a  feature  of  the  Scheme  essential  on  financial  grounds  and  remark¬ 
able  as  a  piece  of  administrative  machinery.  The  admin¬ 
istration  of  medical  benefit  and  of  certain  minor  matters  relating 
to  deposit  contributors  and  other  classes  is  entrusted  to  specially 
appointed  bodies,  created  under  the  Act  of  1911,  known  as  Insurance 
Committees.  Such  a  committee  exists  in  each  county  and  county 
borough  in  England  and  Wales  and  in  each  of  the  counties  and 
larger  burghs  in  Scotland.  There  are  in  England  and  Wales  115 
such  committees,  and  in  Scotland  54.  The  cash  benefits  and  addi¬ 
tional  benefits  are  administered  by  approved  societies,  which  are 
self-governing  bodies  of  insured  persons  who  elect  to  group  them¬ 
selves  together  for  the  purposes  of  the  Act,  There  are  at  the 
present  time  about  1,000  approved  societies  engaged  in  the  adminis¬ 
tration  of  the  Act,  including  31  societies  with  branches.  The 
branches,  which  number  about  7,000,  are  independent  financial  units 
for  the  purpose  of  National  Health  Insurance;  they  possess  also  a 
considerable  measure  of  administrative  independence,  but  are  in¬ 
tegral  parts  of  the  parent  organizations  to  which  respectively  they 
belong,  and  are  subject  to  the  general  authority  thereof.  Approved 
societies  are  not  as  a  rule  organized  on  any  territorial  basis,  though 
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in  the  nature  of  the  case  the  membership  of  many  of  them  is  pre¬ 
ponderantly  localised.  They  vary  in  membership  from  less  than  50 
to  more  than  2,000,000  insured  persons.  Some  are  restricted  to 
persons  engaged  in  particular  occupations  or  belonging  to  some  par¬ 
ticular  religious  denominations,  or  having  some  other  common  bond 
of  interest;  while  others  are  open  to  all  insured  persons  without 
qualification.  For  certain  purposes  approved  societies  may  also  be 
conveniently  reviewed  in  relation  to  other  work  carried  on' by  them 
or  their  promoters,  and  from  this  point  of  view  they  may  be 
classified  into  societies  formed  in  the  Friendly  Society  movement, 
those  instituted  by  the  great  industrial  insurance  companies,  those 
organized  in  connection  with  trade  unions,  and  various  other  types 
of  less  importance  numerically.  Of  these  latter,  societies  promoted 
by  employers  may  be  cited  as  a  group  which  present  features  dis¬ 
tinguishing  them  in  certain  respects  from  other  societies.  This 
division  of  the  insured  population  into  self-contained  units  is  a 
fundamental  feature  of  the  present  Scheme,  and  it  leads  to  remark¬ 
able  consequences,  both  of  a  financial  and  of  a  social  nature.  The 
surpluses  built  up  vary  over  a  very  wide  range  owing  to  the  diver¬ 
sity  of  sickness  and  maternity  experience  in  the  different  societies, 
and  the  scales  of  additional  benefits  which  can  be  provided  are 
correspondingly  varied. 

The  medical  benefit  is  provided  by  the  “panel  system,”  and  the 
administration  of  medical  benefit  is  limited  to  that  treatment  which 
can  be  provided  by  a  general  practitioner.  Any  qualified  doctor 
may  undertake  insurance  practice,  in  which  case  his  name  is  entered 
on  "the  local  medical  list  or  panel.  The  insured  person  is  free  to 
choose  any  doctor  on  the  panel  to  attend  him,  and  to  change  doctors 
if  dissatisfied. 

A  financial  statement  of  the  Scheme  is  included  in  the  Appendix 
to  this  report. 


(d)  Review,  Proposed  Changes  and  Comment. 

Important  amendments  to  the  Act  were  made  in  1918,  1919  and 
1920  and  the  Act  consolidated  in  1924.  An  inquiry  into  existing 
sickness  claims  was  made  in  1913-14,  and  a  second  inquiry  dealing 
largely  with  simplification  was  made  in  1916.  But  not  until  1925 
was  a  thorough  review  made  by  Royal  Commission,  which  reported 
in  1926,  and  some  of  whose  recommendations  were  carried  out  in 
the  Amending  Act  of  1928.  The  evidence  presented  to  this  Com¬ 
mission  and  its  report  give  the  best  available  picture  of  the  scheme 
and  its  operation. 

The  Commission’s  report,  while  thorough,  is  conservative  in  its 
recommendations,  due  partly  to  its  cast,  partly  to  the  limits  of  its 
terms  of  reference,  and  partly  to  the  existing  burden  ot  socia 
services  on  the  depressed  industry.  There  was  ample  evidence 
presented  to  warrant  extensive  changes.  However,  the  Commission 
evidently  felt  that  the  time  was  not  propitious  for  far-reaching 
recommendations,  and  presented  a  very  model  ate  lepoit.  it  mam 
criticisms  of  the  scheme  which  have  been  brought  forward  are  given 
below,  together  with  the  proposed  changes,  and  comment  on  both. 

1  The  Cost  —The  annual  cost  of  health  insurance  is  about  £45,000,- 
000-£l  per  capita  for  the  whole  population,  or  £3  per  capita  for  those 
under  the  scheme,  some  15,000,000  persons,  or  roughly  one-third  ot  the 
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population,  and  this  charge  supplies  as  medical  benefit  only  general  prac¬ 
titioner  service. 

The  scheme  was  introduced  in  1913  when  trade  was  good.  During 
the  war  industry  was  active  and  wages  high,  and  the  cost  was  not  felt. 
But  with  demobilization,  unemployment  since  the  war  and  depressed  trade, 
the  burden  on  industry  is  heavily  felt,  especially  in  industries  competing 
for  world  markets.  British  manufacturers  are  not  now  too  sure  that  the 
money  is  being  wisely  spent  or  that  maximum  returns  for  the  money 
spent  are  being  received. 

2.  The  Overlapping  of  Health  Service. — This  is  perhaps  the  most 
potent  and  serious  criticism  of  the  scheme  which  has  been  presented. 
There  are  operative  a  number  of  separate  and  to  some  extent  competing 
and  overlapping  health  services.  These  are: — 

(1)  Health  insurance,  providing  medical  care,  some  maternity  benefit 
and  some  specialist  service. 

(2)  Poor  Law  health  service,  which  provides  medical  treatment  and 
hospitalization  to  such  as  can  qualify  as  destitute  under  the  Poor  Law. 

(3)  The  public  health  services,  which  are  primarily  preventive,  but 
which  can  and  do  supply  treatment  and  hospitalization  for  some  diseases. 

(4)  Educational  medical  service  is  interested  primarily  in  the  welfare 
of  school  children,  and  provides  inspection  and  treatment. 

(5)  Maternity  and  child  welfare  services,  which  in  addition  to  educa¬ 
tional  work  carry  out  an  increasing  amount  of  medical  treatment  in 
cases  of  maternity  and  early  infancy. 

In  addition  to  these  are  the  factory  medical  inspections  under  the 
Department  of  Labour,  the  Housing  Commission,  Port  Sanitary  Authori¬ 
ties,  Venereal  Diseases  Authorities,  Workmen’s  Compensation  inspectors. 

While  most  of  these  services  are  nominally  centralised  through  the 
Department  of  Health,  there  is  actually  a  large  amount  of  overlapping  and 
not  a  little  confusion.  Offices  and  inspectors  are  duplicated,  conflicting 
orders  issued  and  overhead  expense  is  necessarily  high.  Each  service 
maintains  inspectors  at  some  cost  to  see  that  no  one  gets  service  to  which 
he  is  not  entitled.  In  some  cases  benefit  can  be  had  from  a  number  of 
different  services,  as,  for  example,  maternity  benefit  from  the  health 
insurance  scheme,  poor  law  or  the  maternity  service.  To  these  may  be 
added  the  activities  of  numerous  voluntary  hospitals  and  clinics.  There 
is  naturally  an  uncertainty  in  the  public  mind  as  to  “what  is  what,”  and 
consequently  inefficient  use  of  the  services  provided.  The  remedy  sug¬ 
gested  for  this  confused  situation  is  a  total  reorganization  of  the  existing 
services  on  a  territorial  basis.  It  is  proposed  to  concentrate  all  the  ser¬ 
vices  in  a  local  health  center  under  a  single  authority  responsible  for  that 
area.  Adjoining  areas,  where  small,  could  co-operate  in  sharing  the 
larger  ventures,  such  as  specialist  service.  Much  of  the  present  over¬ 
lapping  and  uncertainty  could  thus  be  eliminated,  the  cost  reduced  and 
an  ordered  public  health  administration  established. 

3.  Unequal  Benefits.  —  Certain  approved  societies,  by  their  geo¬ 
graphical  location  or  by  limiting  of  risks,  have  accumulated  substantial 
surpluses  which  are  used  to  provide  extra  medical  benefits — specialist 
treatment,  convalescent  home  treatment,  etc.  Other  societies  not  so  for¬ 
tunate  are  straining  to  provide  general  practitioner  service.  As  the  rate 
of  contribution  is  the  same  for  all  insured  persons  there  has  been  much 
protest  at  the  inequalities  of  benefit  resulting.  There  is  a  strong  demand 
for  the  pooling  of  surpluses  to  provide  equal  extra  benefits  or  the 
inclusion  of  dental  work,  ophthalmic  work,  etc.,  as  ordinary  benefits 
within  the  scheme. 

4.  Benefits  are  too  restricted,  both  as  to — 

(a)  Treatment  included. 

(b)  Persons  included. 

(a)  Treatment  included.  Criticism  has  been  made  of  the  scheme  be¬ 
cause  the  limit  of  treatment  is  fixed  at  that  which  can  be  provided  by  a 
general  practitioner.  While  this  serves  a  majority  of  cases,  there  are 
many  where  specialist  treatment  is  essential  for  recovery  and  often  posi¬ 
tively  economical  by  its  shortening  of  the  period  of  sickness  benefit. 
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Generally  such  treatment  is  not  available  under  the  scheme  and  specialist 
service,  if  used,  must  be  met  from  private  funds. 

(b)  Persons  included.  There  has  been  much  demand  for  an  exten¬ 
sion  of  the  scheme  to  dependents  of  insured  persons.  The  sickness  of 
insured  persons  often  is  acquired  from  another  member  of  the  family 
who  is  outside  the  scheme,  and  who  may  be  unable  to  provide  medical 
services.  The  scheme  is  handicapped  as  a  public  health  service  by  being 
able  to  treat  only  a  third  of  the  population — on  the  whole,  it  treats  one 
person  from  each  family,  but  can  do  nothing  for  the  other  two. 

Both  these  extensions,  however,  are  beyond  the  present  financial 
scope  of  the  scheme,  avd  there  is  some  well-founded  opinion  that  it 
would  be  wholly  unwise  merely  to  extend  the  existing  scheme  with  its 
overlapping  and  narrow  limits  to  cover  all  the  population.  Rather  revise 
the  whole  public  health  service  on  lines  already  suggested. 


5.  Administration  of  Approved  Societies  Wasteful. — The  payment  of 
sickness  (cash)  benefits  is  done  largely  through  the  approved  societies, 
i.e.,  organized  friendly  societies,  trade  unions,  commercial  insurance  com¬ 
panies,  etc.  There  are  some  1,000  of  these  societies,  with  some  8,400 
administrative  units  throughout  the  country.  Two  criticisms  are  made 
of  the  administration  of  approved  societies: 

(a)  The  administration  is  wasteful.  While  originally  the  incorpora¬ 
tion  of  these  societies  into  the  scheme  may  have  been  useful,  they  have 
now  outlived  their  purpose,  and  by  multiplying  and  overlapping  they  are 
highly  uneconomical.  The  instance  of  Dundee  is  noted,  a  city  of  170,000, 
where  there  are  217  separate  societies  represented  (one  for  every  800 
persons,  or  for  every  300  insured  persons).  Of  these  societies,  99  have 
less  than  10  members  and  52  have  only  one  member.  Their  head  offices 
are  in  all  parts  of  the  country.  Under  such  a  division  it  is  impossible 
for  a  society  to  properly  check  claims  or  to  do  effective  educational 
work.  Sixty-five  per  cent,  of  the  societies  contain  only  2  per  cent,  of 
the  total  membership.  This  overlapping  and  needless  duplication  is  an 
expensive  and  inefficient  system  of  administration. 

(b)  Dangerous  political  power.  Theoretically,  members  of  the  ap¬ 
proved  societies  elect  their  officers  and  show  a  democratic  interest  in  its 
affairs.  Actually,  however,  there  is  a  complete  minimum  of  interest; 
members  know  little  or  nothing  of  the  society’s  activities,  and  are  not 
interested  in  them.  Nevertheless,  the  central  executive  of  these  combined 
societies,  a  mere  handful  of  men,  presume  to  speak  for  fifteen  million 
insured  persons  and  to  express  their  point  of  view.  Thus  a  potentially 
powerful  political  bloc  is  formed,  responsible  only  to  itself. 

The  remedy  proposed  for  this  situation  is  found  in  the  leoiganization 
of  the  approved  society  system  on  a  territorial  basis,  reducing  the  num¬ 
ber  of  societies  to  that  necessary  to  provide  efficient  working  units  and 
making  provision  for  efficient  health  visitor  service  to  check  claims  and 
carry  on  health  educational  activities. 


6.  The  Panel  System  criticized  by  Doctors. — The  most  insistent  and 
severe  criticism  of  the  panel  system  has  come  from  members  of  the  medical 
profession,  collectively  and  individually.  At  its  inception  m  191o  the 

medical  profession  was  divided  as  to  serving  under  the  AJ*>  : 
narts  of  it  still  refuse  service.  The  mam  criticism  of  the  panel  system 
is  that  a  number  of  factors  combine  to  result  in  a  low  standard  of  treat¬ 
ment  Panels  are  made  up  of  those  doctors  who  are  unable  to  ma  e 
g00d  at  private  practice  or  who  are  too  young  and  inexperienced  and 
use  pandPpracdceP  to  get  a  start..  This  results  in  a .  low  standard  of  pro¬ 
fessional  attendance.  Since  he  is  paid  by  cap  tation  (per  patient gPer 
quarter),  the  doctor  tries  to  get  as  large  a  is  ..  P  ,,  ,  .  ■ 

his  income.  This  he  may  do  by  playing  the  good  “  by  bemg 
lenient  in  the  certification  of  illness  for  cash  benefits,  and  otnei  y 
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possible  under  conditions  of  panel  practice 
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The  panel  doctors  are  called  on  to  fill  in  a  large  number  of  forms  and 
records  concerned  with  the  paying  of  sickness  benefits.  If  a  doctor  has 
a  large  panel  practice  a  great  deal  of  his  time  is. taken  up  in  these  clerical 
duties,  with  the  result  that  the  time  available  for  the  treatment  of 
patients  is  reduced. 

There  is  claimed  to  be  a  lax  certification  of  illness  by  panel  doctors, 
causing  undue  expense  to  the  fund.  A  doctor  hesitates  to  refuse  certi¬ 
fication,  since  he  may  offend  his  patient  and  lose  him,  and  perhaps  his 
family,  in  private  practice. 

Due  to  the  rush  of  patients,  panel  doctor^  have  no  time  for  holidays 
or  to  pursue  post-graduate  studies  at  colleges  or  clinics.  The  panel  doctor, 
therefore,  falls  behind  the  standards  of  good  practice  of  his  profession. 

While  all  these  criticisms  have  a  measure  of  truth,  it  is  also  true  that 
doctors  of  all  shades  of  ability  and  experience  exist  under  conditions  of 
private  practice,  and  that  they  probably  do  no  more  harm  under  the  panel 
system  than  in  private  practice.  The  British  Medical  Association,  the 
most  representative  body  of  medical  practitioners  (insurance  and  non¬ 
insurance),  assesses  the  experience  under  the  Act  as  follows: 

“A  comparison  of  the  conditions  of  practice  among  the  classes  to  which 
insured  persons  belong,  before  and  since  1913,  leaves  no  doubt  in  the  mind 
of  the  profession  (a)  that  large  numbers,  or  indeed  whole  classes,  of 
persons  are  now  receiving  a  real  medical  attention  which  they  formerly 
did  not  receive  at  all;  (b)  that  the  number  of  practitioners  in  proportion 
to  the  population  in  densely  populated  areas  has  increased;  (c)  that  the 
amount  and  character  of  the  medical  attention  given  is  superior  to  that 
formerly  given  even  in  the  best  of  the  old  clubs,  and  immensely  superior 
to  that  given  in  the  great  majority  of  the  clubs,  which  were  far  from 
the  best:  (d)  that  illness  is  now  coming  under  skilled  observation  and 
treatment  at  an  earlier  stage  than  was  formerly  the  case;  (e)  that, 
speaking  generally,  the  work  of  practitioners  has  been  given  a  bias 
toward  prevention  which  was  formerly  not  so  marked;  (f)  that  clinical 
records  have  been  or  are  being  provided  which  may  be  made  of  great 
service  in  relation  to  medical  research  and  public  health;  (g)  that  co¬ 
operation  among  practitioners  is  being  encouraged  to  an  increasing  degree ; 
and  (h)  that  there  is  now  a  more  marked  recognition  than  formerly  of 
the  collective  responsibility  of  the  profession  to  the  community  in  respect 
to  all  health  matters.  All  these  are  immense  gains,  and  though  it’ is 
possible  that  some  of  them  may  not  be  wholly  due  to  the  establishment 
of  the  National  Health  Insurance  Scheme,  they  have  certainly  been 
hastened  and  intensified  by  that  system.” 

It  is  also  interesting  to  note  that  more  than  half  of  the  general  prac¬ 
titioners  in  Great  Britain — 13,000  out  of  24,000 — have  insurance  prac¬ 
tice.  Sir  Arthur  Newsholme,  dean  of  British  public  health  physicians,  is 
authority  for  the  statement  that : 

“The  majority  of  the  medical  profession  in  Great  Britain  is  engaged 
in  either  whole-time  or  part-time  service  for  the  state  or  for  local  authori¬ 
ties.  Of  the  24,000  medical  practitioners  in  England  and  Wales,  some 
5,000  are  engaged  as  poor-law  doctors,  some  4,000  or  5,000  in  the  public 
health  service,  possibly  500  in  the  lunacy  service,  some  1,300  in  the  school 
medical  service,  and  smaller  numbers  in  various  other  forms  of  medical 
service  for  the  state.  This  is  exclusive  of  the  general  practitioners  who 
undertake  contract  work  under  the  National  Health  Insurance  Act,  and 
who  cannot  fall  far  short  of  three-fourths  of  the  total  membership  of  the 
profession.  It  should  be  noted  that  many  doctors  hold  several  appoint¬ 
ments.” 

It  would  appear,  therefore,  that  there  is  nothing  inherently  unsatis¬ 
factory  in  the  conception  of  state  medical  services.  Given  proper  organ¬ 
ization,  the  high  standards  of  the  medical  profession  can  be  as  well 
maintained  under  state  auspices  as  under  conditions  of  private  practice. 

(e)  The  Lessons  from  British  Experience. 

1.  The  need  of  taking  a  comprehensive  view  of  medical  ser¬ 
vices  and  of  following  out  a  long-range  planned  program  is 
emphasized.  In  Britain  we  have  an  advance  here,  an  experiment 
there,  a  huge  national  scheme  imposed  on  top  of  existing  services 
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under  partly  political  conception.  If  state  medical  service  is  to  be 
furthered,  a  comprehensive  and  well  integrated  long  time  plan  must 
be  consistently  followed. 

2.  C  o-o peration  with  doctors.  Much  hard  feeling  was  engend¬ 
ered  (some  of  which  still  remains)  and  many  obstacles  raised  by 
the  sudden  introduction  of  the  scheme  without  adequate  consulta¬ 
tion  with  the  British  Medical  Association.  The  doctors,  who  were 
vitally  affected  by  it,  were  not  even  officially  consulted.  They 
very  naturally  protested.  The  path  of  the  measure  in  parliament 
and  its  subsequent  operation  would  have  been  much  smoothed  by  a 
proper  measure  of  consultation  with  duly  authorized  representatives 
of  the  medical  men. 


2. — Social  Insurance  in  France. 

The  French  Parliament  adopted  on  March  14,  1928,  an  Act  on 
social  insurance.  The  new  Act  establishes  compulsory  insurance 
for  sickness,  maternity,  invalidity,  old  age,  death,  and  family  re¬ 
sponsibilities,  and  will  apply  to  8,500,000  insured  persons  and 
18,000,000  beneficiaries,  entailing  annual  expenditure  amounting  to 
5,000,000,000  francs. 

General  Provisions. 

Under  the  new  Act,  compulsory  insurance  applies  to  all  wage- 
earners  of  either  sex  whose  total  annual  remuneration  does  not 
exceed  15,000  francs.  This  limit  is  increased  to  18,000  francs  in 
the  case  of  wage-earners  having  a  dependent  child,  and  it  is  further 
increased  by  2,000  francs  in  respect  of  each  child  after  the  first. 

By  “family  responsibilites”  is  meant  the  care  of  children  aged 
more  than  six  weeks  and  less  than  sixteen  years  old,  who  are  not 
wage-earners  and  who  are  brought  up  at  the  expense  of  the  insured 
person,  whether  they  are  legitimate,  natural,  acknowledged,  adopted, 
or  foundlings. 

*  *-5  ... 

Share-farmers,  who  usually  work  alone  or  with  the  help  ot 

members  of  their  family— wives,  relatives,  or  children — and  who  do 
not  own  any  part  of  the  live  stock,  are  considered  as  wage-earners, 
while  the  owners  of  property  let  out  under  the  share-farming  system 
are  classed  as  employers. 

Foreign  wage-earners  who  have  their  real  and  permanent  domi¬ 
cile  in  France  are  insured  in  the  same  way  as  French  wage-earners, 
but  they  do  not  benefit  by  certain  allowances  and  certain  pension 
additions. 

Liability  to  compulsory  insurance  ceases  at  the  age  of  00  years, 
when  the  insured  is  entitled  to  an  old-age  pension.  However,  the 
insured  person  has  the  right  to  defer  from  year  to  year  the  payment 
of  his  pension  until  the  age  of  05  years.  In  such  case  he  remains 
liable  to  compulsory  insurance  if  he  continues  to  be  a  wage-earner. 


compulsory 

Employees  of  the  State,  departments,  communes,  railways,  tiam- 
ways,  and  miners  and  slate  quarrymen,  registered  seamen  and  otliei 
persons  employed  on  board  ship,  are  respectively  covered  by  uisui- 
ance  legislation  or  regulations  in  force  prior  to  the  passing  n  ^e 
new  Act.  A  special  law  will  determine  the  rules  for  the  co-ordma- 
tion  of  these  various  schemes  with  the  general  system  ot  social 
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insurance.  Certain  departments,  where  social  insurance  schemes 
have  been  in  operation,  are  also  exempt  until  such  time  as  the 
adoption  of  a  special  law  will  make  the  Act  applicable. 


The  financial  resources  of  the  scheme  consist  of  the  contributions 
of  insured  persons,  the  contributions  of  employers  and  a  subsidy 
from  the  State.  The  contributions  of  the  insured  person  and  of  the 
employer  amount  together  to  10  per  cent,  of  wages  up  to  15,000 
francs,  5  per  cent,  being  payable  by  the  insured  person  and  5  per 
cent,  by  the  employer.  It  is  provided,  however,  that  the  payment 
of  the  total  contribution  must  be  made  by  the  employer,  who,  on 
each  pay-day,  deducts  from  the  wages  the  contributions  due  by  each 
insured  person.  The  employer  is  alone  responsible,  and  the  insured 
person  does  not  lose  his  rights  to  the  benefits  of  insurance  even  if 
his  employer  has  omitted  to  pay  the  contributions  provided  for  by 
the  law.  The  employer  is  exclusively  responsible  for  his  own  con¬ 
tribution,  any  agreement  to  the  contrary  being  null  and  void. 

Provision  is  made  whereby  insured  agricultural  workers  who 
are  employed  only  intermittently  for  wages  may  make  voluntary 
payments  for  the  time  during  which  they  are  employed  and  still 
be  considered  compulsorily  insured,  provided  that  they  work  for 
Avages  at  least  120  days  in  the  year,  and  that  the  voluntary  payments 
are  equal  to  at  least  10  per  cent,  of  the  average  daily  wages  in  the 
agricultural  region  in  which  they  are  employed. 

A  home  worker,  compulsorily  insured,  Avho  is  paid  by  the  job 
or  piece  by  a  manufacturer,  is  not  responsible,  as  employer,  for  the 
contributions  of  other  workers  who  are  employed  with  him  for  the 
same  manufacturer,  but  such  contributions  are  paid  by  the  manu¬ 
facturer,  who  is  liable  therefor  notwithstanding  any  agreement  to 
the  contrary. 


Wage-earners  or  their  employers  may  voluntary  add  to  their 
compulsory  payments,  without  any  limitation  as  to  the  amount,  for 
the  purpose  of  securing  additional  benefits. 

The  amount  of  the  annual  state  subsidy  is  to  be  equal  to' the 
credit  opened  by  the  Finance  Law  of  1926  in  the  budget  of  the 
Ministry  of  Labour  in  respect  to  workers’  pensions.  This  credit 
will  amount  to  210,000,000  francs.  The  subsidy  is  increased  by  the 
payment  of  half  the  savings  which  the  State  will  effect  in  the 
various  expenses  resulting  from  public  assistance. 


Sickness  Insurance. 

The  sickness  insurance  phase  of  the  Act  covers  the  cost  of  gen¬ 
eral  and  special  medical  care,  medicines  and  appliances,  costs  of 
treatment  in  a  hospital  or  curative  institution,  and  the  cost  of  neces¬ 
sary  surgical  operations  not  only  for  the  insured  person,  but  for 
his  Avife  and  children  under  16  years  of  age  aat1io  are  not  wage- 
earners.  .  Among  the  conditions  governing  this  section  of  the  Act 
are  the  following: 

In  order  to  establish  a  title  to  receive  benefits,  the  insured 
person  must  have  paid  the  statutory  contributions  for  twenty  days 
during  the  month  preceding  the  illness,  and,  beginning  with  the 
fourth  month  following  the  coming  into  force  of  the  laAv,  for  sixty 
days  during  the  three  preceding  months.  Benefits  date  from  the 
commencement  of  the  illness,  and  continue  for  a  period  of  six 
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months.  Any  relapse  which  occurs  in  the  two  months  following 
is  considered  as  a  continuation  of  the  original  illness. 

The  insured  person  has  free  choice  of  a  doctor.  Medical  con¬ 
sultations  are  given  at  the  doctor’s  office  unless  prevented  by  the 
condition  of  the  assured.  If  medical  attention  has  to  be*  given  in 
the  home,  however,  the  injured  person  is  limited  to  the  services  of 
physicians  or  midwives  in  the  commune,  or  if  there  are  none  they 
must  be  chosen  from  the  nearest  commune.  When  the  insured 
wishes  to  summon  a  doctor  other  than  the  one  chosen,  the  additional 
expenses  which  may  be  entailed  are  paid  by  the  person  concerned. 

Treatment  either  at  home,  or  in  a  hospital  or  sanitarium,  is 
regulated  by  agreements  between  insurance  funds  and  the  profes¬ 
sional  organizations,  account  being  taken  of  the  ordinary  rates  and 
of  the  local  rates  resulting  from  these  agreements. 

The  cost  of  treatment  is  paid  for  by  the  fund,  or  the  insured 
person  is  reimbursed  for  the  treatments,  depending  upon  the  terms 
of  the  contract.  The  share  of  the  medical  cost  paid  by  the  insured 
is  fixed  at  between  15  and  20  per  cent.,  and  that  of  the  pharma¬ 
ceutical  and  other  costs  is  uniformly  established  at  15  per  cent,  of 
the  total. 


After  an  experience  of  at  least  two  years,  any  insurance  fund 
may  be  authorized,  at  its  request  and  upon  approval  of  the  Superior 
Insurance  Council,  to  reduce  the  percentage  which  the  insured  pays 
for  treatment,  as  well  as  the  waiting  period  before  he  is  eligible 
for  cash  payment. 

If  the  sick  insured  is  unable  to  continue  or  resume  work,  this 
condition  being  attested  by  a  medical  certificate,  he  is  entitled  to  a 
cash  benefit  equal  to  half  his  daily  average  wages  for  every  work¬ 
day  lost,  this  benefit  dating  from  the  sixth  day  following  the  com¬ 
mencement  of  the  illness  or  accident.  The  daily  allowance  is  to  be 
increased  to  as  much  as  60  per  cent,  of  wages  when  the  latter, 
calculated  on  a  basis  of  normal  work  during  the  year,  does  exceed  a 
minimum  determined  annually  by  decree. 

In  the  case  of  hospitalization,  the  costs  paid  by  the  fund  will  be 
limited  to  the  rates  at  present  in  existence  in  regard  to  industrial 
accidents  and  public  assistance.  I  he  daily  sickness  cash,  benefit  is 
reduced,  in  the  case  of  hospital  treatment,  by  one-thiid  if  the 
insured  supports  one  or  more  children  of  less  than  sixteen  yeais,  oi 
one  or  more  relatives;  by  one-half  if  the  insured  person  is  married, 
without  child  or  relative  to  support ;  and  by  three-quarters  m  all 

other  cases. 

During  incapacity  the  general  insurance  fund  pays  into  the 
account  of  the  pension  fund  the  worker’s  share  of  that  part  of  the 
contributions  which  would  go  toward  the  old  age  nsv. 

Sickness  and  injuries  covered  by  workmen’s  compensation  are 
exempted  from  benefits  under  the  Act,  as  well  as  any  infirmity 
resulting  from  the  intentional  fault  of  the  insured  person. 


Maternity  Benefits. 

Maternity  benefits  include  medical  and  pharmaceutical  benefits 
for  insured  women  or  the  wives  of  insured  persons ;  a  doi  y  cash 
benefit  during  the  six  weeks  preceding  and  the  six  weeks 
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child-birth;  special  benefits  in  cases  of  pathological  pregnancy; 
and  finally,  allowances  during  the  period  of  nursing,  or  milk 
vouchers.  The  monthly  nursing  benefit  (for  a  period  not  exceed¬ 
ing  one  year)  amounts  to  100  francs  during  the  first  two  months, 
75  francfe  the  third,  50  francs  from  the  fourth  to  the  sixth,  25 
francs  from  the  seventh  to  the  ninth,  and  15  francs  for  the  remainder 
of  the  year.  An  insured  woman  who  is  unable  to  nurse  her  child 
may  receive  a  milk  allowance,  not  exceeding  in  value  two-thirds  of 
the  nursing  bonus.  The  grant  of  nursing  benefit  and  milk  vouchers 
is  dependent  upon  the  observation  by  the  mother  of  prescriptions 
to  be  established  by  the  insurance  fund,  especially  as  regards  periodi¬ 
cal  examinations  at  home,  and  the  regular  attendance  at  maternity 
and  infant  welfare  clinics. 

Invalidity  Insurance. 

Invalidity  pensions  are  payable  to  insured  persons  who  are  in¬ 
capacitated  either  as  a  result  of  sickness  or  accident  so  that  their 
working  capacity  is  reduced  at  least  two-thirds,  this’ insurance  be¬ 
coming  effective  at  the  expiration  of  the  six  months’  period  pre¬ 
scribed  as  the  duration  of  sickness.  If  the  insured  contests  the 
percentage  of  invalidity  which  has  been  attributed  to  him,  or  if  a 
new  examination  of  his  case  is  necessary,  a  professional  commission 
of  doctors  determines  the  degree  of  incapacity. 

For  persons  insured  before  reaching  the  age  of  30  the  disability 
benefit  is  equal  to  at  least  40  per  cent,  of  the  annual  wages  cal¬ 
culated  according  to  the  compulsory  contributions  paid  annually 
since  the  age  of  1G.  This  amount  is  increased  up  to  a  maximum  of 
50  per  cent,  of  the  annual  wages  by  one  per  cent,  of  the  wages  for 
each  year  of  at  least  240  work  days  in  excess  of  30  years.  For 
persons  insured  after  the  age  of  30,  the  amount  of  the  benefit  is 
reduced  bv  one-thirtieth  for  each  vear  between  that  age  and  the 
age  of  entry.  If  payment  of  contributions  has  been  discontinued 
for  one  year  or  more  during  the  insurance  period,  the  disability 
benefit  is  reduced  one-thirtieth  for  each  year  that  it  has  not  been 
paid.  The  minimum  benefit  for  persons  insured  after  the  age  of 
30  is  1,000  francs  if  they  have  contributed  to  the  insurance  fund  for 
at  least  six  years,  but  this  amount  will  be  diminished  by  100  francs 
for  each  year  of  membership  under  six,  to  a  minimum  of  GOO  francs. 
In  order  to  receive  an  invalidity  benefit  a  person  must  have  been  a 
member  of  the  fund  at  least  two  years  and  have  to  his  credit  con¬ 
tributions  corresponding  to  480  working  days  during  the  two  years 
preceding  the  sickness  or  accident. 

Invalidity  pensions  are  awarded  in  the  first  place  provisionally, 
and  subsequently,  if  necessary,  definitely.  The  disablement  pension 
is  fixed  provisionally  for  a  period  of  five  years.  During  this  period, 
and  under  penalty  of  having  his  pension  suspended,  the  pensioner 
must  submit  to  medical  examinations,  which  at  all  times  may  be 
requested  by  the  insurance  fund.  The  pension  is  withdrawn  if  the 
working  capacity  becomes  higher  than  50  per  cent.,  this  suppression 
taking  effect  from  the  date  of  the  medical  report.  At  the  expira¬ 
tion  of  the  provisional  period  of  five  years,  and  after  expert 
medical  opinion,  the  pension  is  confirmed.  However,  after  a  fur¬ 
ther  period  of  five  years,  the  pensioner  must,  at  the  request  of  the 
fund,  submit  himself  to  a  final  expert  medical  examination. 
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Voluntary  Insurance. 

In  addition,  it  is  provided  that  farmers  and  agriculturists  not 
covered  by  compulsory  insurance,  artisans,  small  proprietors,  non- 
salaried  intellectual  workers,  and  in  general  all  persons  who,  with¬ 
out  being  on  salary,  live  principally  on  the  products  of  their  labour, 
may  take  out  voluntary  insurance  if  they  are  of  French  nationality 
and  their  earnings  do  not  exceed  18,000  francs,  this  maximum 
being  increased  2,000  francs  for  each  child,  beginning  with  the  third, 
and  reduced  by  3,000  francs  if  the  insured  person  has  no  children. 
Persons  whose  earnings  have  increased  beyond  the  limit  fixed  for 
wage-earners,  and  who,  therefore,  cease  to  be  compulsorily  insured, 
may  be  voluntarily  insured  if  their  income  does  not  exceed  the 
limit  fixed  for  wage-earners  by  more  than  1,000  francs.  All  per¬ 
sons  taking  out  voluntary  insurance  must  be  under  50  years  of  age, 
and  free  from  acute  or  chronic  disease  or  any  disability  which 
might  increase  the  tendency  to  sickness. 

Note  :  The  exchange  value  of  the  franc  in  1928  was  3.93  cents. 


3. — Social  Insurance  in  Germany. 


German  social  insurance  legislation  insures  manual  and  non- 
manual  workers  against  sickness,  occupational  disability  and  in¬ 
validity  (including  old  age),  maternity,  accidents  and  death.  Sick¬ 
ness  insurance  was  established  in  1883,  while  accident  and  invalidity 
insurance  followed  within  a  short  period.  On  January  1,  1913,  a 
special  insurance  scheme  for  non-manual  workers  was  established, 
and  on  January  1,  1924,  a  federal  system  of  insurance  for  mining 
workers  became  operative.  There  is  also  an  unemployment  relief 
scheme,  which  is  a  compromise  between  pure  relief  and  insurance, 
as  both  employers  and  workers  are  required  by  law  to  pay  con¬ 
tributions,  the  workers,  when  unemployed,  having  only  a  condi¬ 
tional  claim  to  benefit. 


The  total  cost  of  social  insurance  in  Germany  during  1927  was 
estimated  at  3,560  millions  of  Reichsmarks,  according  to  a  report 
made  by  the  German  Federal  Ministry  of  Labour  in  connection 
with  the  debates  on  the  Budget  for  the  financial  year  1928."  T  his 
amount  is  exclusive  of  the  cost  of  unemployment  insurance.  In 
1926  the  cost  of  social  insurance  was  3,130  millions  of  Reichsmarks, 
while  in  1925  it  was  2,679  millions. 

The  depreciation  of  the  currency  in  1922-1923  affected  the  con¬ 
tributions  to  and  the  benefits  paid  by  the  various  forms  of  social 
insurance  to  such  an  extent  that  the  insurance  schemes  became 
practical lv  of  no  value  to  the  workers.  Alien  the  currency  i\as 
restored  to  a  firm  basis,  the  social  insurance  organizations  levived* 
contributions  began  to  come  in  again,  and  the  insuiance  funds 
were  then  able  to  guarantee  reasonable  benefits. 


Sickness,  Insurance  and  Maternity  Benefit. 

The  estimated  total  cost  of  sickness  insurance  during  1027 
amounted  to  1,600  million  Reichsmarks  plus  the  federal  grant  ot 
25  million  towards  the  cost  of  maternity  benefit.  1  he  membership 
of  sickness  funds  was  18,400,000  in  1926  (the  last  year  tor  which 


♦  The  par  value  of  the  Reichsmark  in'  Canadian  currency  is  23.82  ctnts, 
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complete  figures  were  available),  as  compared  with  15, GOO, 000  in 
1913,  although,  generally  speaking,  there  has  been  little  change  in 
the  categories  of  workers  liable  to  insurance.  Nearly  every  sickness 
fund  has  made  provision  for  the  insurance  of  dependents,  and  in  all 
from  fourteen  to  fifteen  millions  of  insured  persons’  dependents 
are  eligible  for  benefit. 

All  manual  workers  and  those  non-manual  workers  whose  annual 
earnings  do  not  exceed  2,700  marks  (the  pre-war  limit  was  2,500 
marks)  are  insured  against  sickness.  Experience  has  shown  that 
one  in  every  two  industrial  workers,  and  one  in  every  three  agri¬ 
cultural  workers,  falls  sick  once  a  year,  the  average  duration  of 
sickness  being  20  days.  Sickness  insurance  is  carried  by  a  variety 
of  bodies,  such  as  local  or  rural  sickness  funds,  factory  funds  set  up 
for  individual  works,  guild  funds,  etc.,  this  diversity  of  organization 
being  due  to  the  fact  that ‘the  system  has  developed  on  the  basis  of 
former  voluntary  schemes,  and  much  of  the  old  machinery  has  been 
retained.  The  funds  are  under  the  supervision  of  the  State  insur¬ 
ance  authorities,  and  the  rates  of  contribution  are  fixed  by  the 
committees  of  management  according  to  current  requirements. 
Benefits  vary  in  amount  according  to  wages  and  the  rules  of  the 
individual  sickness  fund. 

Maternity  benefit  for  insured  women  and  the  wives  of  insured 
men  falls  within  the  scope  of  the  sickness  insurance  scheme,  and 
such  benefits  were  increased  by  an  Act  of  July  31,  1924.  In  the 
case  of  maternity  benefits,  there  is  a  federal  contribution,  which 
amounted  to  25  million  Reichsmarks  in  1927. 

Non-Manual  Workers’  Insurance. 

In  1927,  the  total  number  of  non-manual  workers  insured  in 
respect  of  superannuation,  disability  and  death  was  2,800,000  as 
compared  with  1,500,000  in  1913.  The  increase  is  partially  attri¬ 
butable  to  the  fact  that  persons  who  were  formerly  in  possession  of 
independent  incomes  are  now  compelled  to  earn  their  own  living, 
but  it  is  mainly  due  to  the  growth  of  population. 

The  scheme  comprises  all  non-manual  workers  whose  annual 
salary  does  not  exceed  G,000  marks  (the  limit  in  1913  was  5,000 
marks).  Contributions  vary  according  to  the  amount  of  salary. 
The  minimum  monthly  pension  payable  to  insured  contributors 
consists  of  a  basic  pension  of  40  marks,  plus  an  additional  7.50 
marks  for  each  child  under  18,  and  a  supplementary  pension  vary¬ 
ing  according  to  the  period  during  which  the  contributions  have 
been  paid  and  the  rate  of  such  contributions. 

! 

Costs. 

The  insurance  schemes  are  financed  by  means  of  workers’  and 
employers’  contributions,  and,  in  the  case  of  invalidity  insurance, 
also  by  means  of  federal  grants.  Workers’  and  employers’  con¬ 
tributions  are  equal,  except  that  in  sickness  insurance  (apart  from 
the.  miners’  insurance  funds)  they  are  in  the  ratio  of  2:1,  and 
that  the  cost  of  accident  insurance  is  borne  entirely  by  the  employers. 
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4. — American  Experience. 

(a)  General. 

i  none  the  United  States  have  any  state  schemes  of 

health  insurance  or  of  medical  treatment,  yet*  a  brief  review  of 
t  len  public  health  activities  is  profitable.  Several  current  move¬ 
ments  are  of  special  interest. 

Ihe  development  of  public  health  activities  in  the  United  States 
has  been  along  the  usual  lines  of  epidemology — measures  for  the 
control  of  epidemic  diseases,  such  as  quarantine,  sanitation,  water 
supply,  etc.,  the  development  of  laboratories  and  the  establishment 
of  bureaus  for  vital  statistics.  Most  of  the  states  are  now  at  this 
stage,  though  it  is  of  interest  that  several  have  as  yet  no  registra¬ 
tion  of  vital  statistics. 

The  more  progressive  states  have  gone  beyond  this  bare  nega¬ 
tive  policy,  and  are  carrying  on  more  positive  objects  of  public 
health  education,  health  centres,  and  schemes  of  maternity  and 
child  welfare. 


(b)  Federal  Maternity  and  Infancy  Act. 


The  Maternity  and  Infancy  Act  ( Sheppard-Towner  Act)  of 
1921  made  available  to  the  individual  states  federal  funds  to  aid 
in  reducing  maternal  and  infant  mortality  and  in  promoting  the 
health  of  mothers  and  children.  The  Act  originally  was  to  run 
for  the  five  years  1922-27,  but  has  since  been  extended  for  two 
additional  vears  to  end  in  June,  1929. 

The  amounts  distributed  under  the  Act  have  averaged  about 
$800,000  yearly,  and  as  they  are  matched  by  equal  state  expendi¬ 
ture,  the  Act  has  encouraged  the  devoting  of  some  $1,000,000  per 
year  to  maternal  and  infant  welfare. 

The  Act  was  accepted  by  45  states  in  the  first  five  years.  The 
activities  of  these  states  were  approved  and  co-ordinated  by  the 
federal  bureau,  but  each  state  had  a  free  hand  in  its  own  area. 
“Infancy”  was  interpreted  as  ending  with  pre-school  period.  No 
state  funds  expended  as  subsidies  to  private  agencies  were  con¬ 
sidered  as  being  under  the  Act,  but  only  direct  expenditure  by  the 
state. 


The  work  was  largely  carried  on  in  rural  areas,  since  the  cities 
have  their  own  health  departments,  and  the  state  activities-  relate 
more  to  the  non-city  areas — towns,  villages,  and  rural  communities. 

The  work  carried  on  under  the  Act  was  wholly  educational,  and 
fell  into  two  main  classes: 


1.  Instruction  of  the  individual  through  any  of  the  following  media 
— instruction  of  parents  at  itinerant  conferences  conducted  by  physicians 
and  nurses  as  to  the  care  of  the  mother  and  child,  the  same  type  of  in¬ 
dividual  instruction  in  conferences  at  permanent  centres  conducted  by 
physicians  and  nurses,  instruction  of  mothers  through  home  visits  by 
public-health  nurses,  and  demonstrations  in  the  home  in  infant  and  mater¬ 
nal  care. 


2.  Instruction  of  groups  through  lectures,  motion  pictuie  slides, 
charts  and  exhibits;  classes  in  infant  care  for  adolescent  gills,  classes  in 
infant  care  and  pre-natal  care  for  teachers  to  prepare  them  to  include 
maternity  and  infancy  instruction  in  their  class  work;  instiuction  of 
midwives  in  classes,  groups  and  occasionally  individually;  graduate  couises 
for  nurses  in  maternity  and  infancy  work  through  state  or  regional  con¬ 
ferences  and  institutes;  graduate  courses  in  pediatrics  and  obstetrics  for 
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physicians  (usually  conducted  in  conjunction  with  state  or  county  medical 
societies) . 

3.  Instruction  through  the  dissemination  of  literature  prepared  by 
the  state,  or  Federal  Government  on  phases  of  infant  care  and  hygiene, 
child  care  and  management,  maternal  care  and  the  fundamental  features 
of  the  work. 

No  correctional  work  was  done,  corrections  needing  attention 
being  referred  to  the  famliy  doctor  or  to  clinics. 

The  work  was  largely  directed  by  physicians,  38  giving  their 
full  time  and  42  part  time  in  29  states.  Public  health  nurses  were 
active,  some  812  being  involved.  .  Seven  states  reported  dental  work 
done  and  24  used  special  vital  statistics  surveys. 

County  health  units  formed  convenient  mediums  for  promoting 
the  work.  In  some  cases  these  had  already  been  conducting  such 
activities.  In  others,  maternal  and  infant  welfare  measures  were 
introduced  by  the  Act.  In  every  case  the  work  was  greatly  expanded 
and  in  some  cases  permanent  clinics  established. 

Careful  surveys  by  the  Children’s  Bureau  administering  the 
Act  and  by  independent  agencies  have  shown  its  great  value.  Every¬ 
where  increased  interest  has  been  shown  in  maternal  welfare — 
pre-natal,  at  birth,  and  post-natal.  Maternal  mortality  has  been  re¬ 
duced — strikingly  in  certain  instances — child  welfare  has  been  pro¬ 
moted,  and  attention  directed  to  the  remedying  of  defects  in  early 
years,  giving  the  child  a  sound  physical  equipment  with  which  to 
start  school. 

State  activities  have  been  aroused  which  would  have  lain  dor¬ 
mant  but  for  the  Act,  and  many  such  projects  will  be  carried  on 
after  its  expiration,  but  under  its  inspiration.  The  Act  has  been 
a  notable  experiment  in  health  education. 

(c)  County  Health  Units. 

One  of  the  early  activities  of  the  International  Health  Board 
was  that  of  reducing  and  controlling  the  extent  of  hook-worm  and 
of  typhoid  fever  in  the  southern  United  States.  In  its  develop¬ 
ment  of  an  organization  for  this  purpose,  it  found  that  a  unit 
based  on  a  county  was  most  useful.  Considerable  educational  work 
nail  to  be  done — the  people  had  to  learn  new  habits  of  health.  The 
county  was  the  smallest  unit  of  administration.  Its  residents  o-en- 
erally  knew  their  county  officers  and  would  be  guided  by  them, 
it  was  a  convenient  area  for  one  man  to 
health  purposes. 
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natal  advice,  etc.,  child  welfare  work,  pre-school  and  school  inspec¬ 
tions  and  general  health  educational  activities. 

The  development  of  full  time  local  health  service  depends  in 
great  part  on  the  interest  and  support  given  by  the  state  health 
department.  In  some  states  30  per  cent,  of  the  county  health 
budget  is  supplied  from  the  state  health  budget.  It  has  been  gen¬ 
erally  agreed,  however,  that  a  successful  county  health  unit  must 
receive  substantial  local  support,  50  per  cent,  or  more  of  the 
expenditures  being  met  from  local  taxation.  Of  the  remainder, 
25  per  cent,  is  usually  supplied  by  the  state  and  25  per  cent,  by 
the  International  Health  Board.  It  follows  that  the  economic 
status  of  a  county  will  have  a  large  influence  on  the  development 
of  local  health  work.  The  economic  factors  affecting  the  estab¬ 
lishment  of  local  health  service  are :  the  total  population  of  a  county, 
its  accessibility  and  the  per  capita  income.  One  may  make  a 
general  statement  that  a  county  having  a  population  of  25,000  or 
more  with  an  annual  per  capita  income  of  $400  or  more  and  a 
density  of  from  25-50  persons  per  square  mile  will  be  able  to  sup¬ 
port  readily  a  full  time  unit  with  a  minimum  personnel  of  four 
workers.  The  cost  ranges  around  $10,000  per  year,  and  is  rarely 
more  than  50  cents  per  capita. 

In  most  of  the  counties  the  International  Health  Board  with¬ 
draws  its  aid  in  a  few  years,  and  the  county  is  usually  able  and 
willing  to  carry  the  full  cost  itself.  The  health  system  then  be¬ 
comes  a  permanent  factor  of  its  organization,  taking  its  place 
alongside  the  police  and  school  systems.  Thus  the  rural  communi¬ 
ties  and  smaller  towns  are  able  to  enjoy  a  standard  of  public  health 
service  equal  to  that  of  the  cities.  The  rapid  growth  of  county 
health  units  in  the  last  few  decades  demonstrates  their  popularity. 

(d)  The  Cost  of  Medical  Service. 

The  United  States,  due  to  economic  prosperity  and  individual¬ 
istic  philosophy,  has  not  been  favourable  to  proposals  of  state  medi¬ 
cine  or  state  health  insurance,  but  in  recent  years  the  mounting  cost 
of  medical  services  has  made  their  use  by  working  or  middle-class 
citizens  a  hardship,  and  in  some  cases  an  impossibility.  I  he  situ¬ 
ation  has  become  so  serious  that  a  strong  national  committee  was 
recently  organized  (in  May,  1928)  to  study  the  question.  This 
committee,  the  Committee  on  the  C  ost  of  Medical  C  are,  is  made  up 
of  leading  doctors,  economists  and  public  representatives,  and  its 
chairman  is  Ur.  Hay  Lyman  T\  ilbur,  President  of  fetanfoid 
University.  The  committee  will  spend  five  years  making  a  full 
investigation  of  the  situation  and  their  findings  and  recommend¬ 
ations  may  be  looked  for  with  much  interest.  Nothing  is  yet 
available. 

(e)  Recent  Developments  in  the  United  States. 

A  number  of  more  recent  developments  in  the  field  of  public 
health  are  of  special  interest. 

(1)  Group  Medicine.  -  The  increasing  specialization  in  the 
medical  field  has  resulted  in  the  growth  of  groups  of  specialists 
practising  together,  replacing  the  general  practitioners.  Ibis  en¬ 
ables  more  thorough  diagnosis,  economy  of  the  doctors’  time  and 
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specialist  treatment.  An  increasing  amount  of  medicine  is  being 
practised  through  these  groups  or  clinics. 

(2)  Pay  Clinics.— The  free  clinic  in  connection  with  a  hospital 
or  medical  school  has  had  an  extensive  use  in  the  United  States 
for  outside  or  borderline  patients.  A  large  class  of  lower  income 
persons,  workers,  clerks,  etc.,  would  not  use  such  clinics,  and  yet 
found  it  difficult  or  impossible  to  pay  regular  doctors’  fees.  A 
recent  development  of  pay  clinics  is  meeting  the  needs  of  this  class. 
For  a  moderate  fee  per  visit  all  medical  attention,  including 
specialist  services,  is  provided.  No  charity  work  is  done,  the  fee 
is  fixed,  the  position  of  both  parties  is  clear.  These  pay  clinics 
have  proved  immediately  popular  and  are  self-supporting.  They 
are,  of  course,  limited  to  cities  where  sufficient  clients  are  available 
for  their  support,  but  they  appear  to  be  a  new  development  which 
may  enable  the  best  medical  service  to  be  had  at  a  cost  within  the 
reach  of  an  ordinary  working  man. 

(3)  Student  Health  Work  in  Universities  — Many  American 
universities  have  provided  a  partial  or  complete  medical  service  for 
their  students,  utilizing  their  own  equipment  and  staff  for  this 
purpose.  As  examples,  the  universities  of  Minnesota,  California 
and  Michigan  each  care  for  some  10,000  students  at  an  annual 
cost  of  $6,  $9,  and  $12.30  in  each  case.  This  covers  a  full  physical 
examination  on  entrance,  health  instruction  and  medical  and  nurs¬ 
ing  expenses,  including  the  use  of  equipment.  In  some  cases  the 
members  of  the  staff  and  their  dependents  are  included. 

(4)  Industrial  Medicine. — In  recent  years  some  employers  have 
been  providing  medical  service  for  their  employees.  This  move¬ 
ment  was  started  by  workmen’s  compensation,  which  made  the  em¬ 
ployer  responsible  for  injuries  to  his  workmen.  With  a  medical 
service  he  gives  his  men  physical  examination  and  seeks  to  remedy 
defects  and  to  prevent  accidents  before  they  arise.  In  some  cases 
the  service  is  extended  to  dependents.  The  total  number  of  such 
medical  services  is  small,  however,  and  would  cover  only  a  few 
per  cent,  of  those  gainfully  employed.  (The  experience  of  the 
Endicott- Johnson  Corporation  is  included  in  the  Appendix  of  this 
report. ) 

Group  insurance  covering  sickness  is  making  more  rapid  head¬ 
way,  there  now  being  some  500,000  wage-earners  covered  by  such 
means.  The  carrier,  a  commercial  insurance  company,  is  respon¬ 
sible  for  the  provision  of  medical  treatment  on  payment  of  a  cer¬ 
tain  percentage  of  the  employee’s  wage  during  the  time  lost  while 
sick. 

(f)  Health  Insurance  in  the  United  States. 

While  considerable  interest  has  been  shown  in  health  insurance 
in  the  United  States,  no  scheme  has  yet  been  enacted  for  its  opera¬ 
tion.  In  the  later  years  of  the  war  and  following,  interest  in  health 
insurance  reached  a  peak,  eleven  states  appointing  commissions  to 
investigate  the  question.  Seven  of  these  reported  in  favour  of 
state  health  insurance,  while  four  were  indifferent  or  opposed  to 
it.  Measures  for  health  insurance  were  introduced  into  the  legis¬ 
latures  of  a  number  of  states,  but  nowhere  succeeded  in  passage. 
Opposition  has  been  shown  to  these  measures  by  the  commercial 
insurance  companies,  who  have  generally  been  active  in  their  defeat. 
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,  2le  'if'1*'1  insurance  Bill  introduced  in  the  Senate  of  the  State 
of  New  York  m  1920  is  typical  of  the  proposed  legislation  in  the 
various  states.  The  Bill  provides  for  a  system  of  medical  treat¬ 
ment  and  cash  benefits,  with  funds  raised  by  joint  contribution  of 

employer  and  employee ;  the  scheme  to  be  administered  by  a  joint 
commission. 


Benefits  provided  include  (a)  sickness  benefit;  the  provision 
during  temporary  sickness  of  all  necessary  medical,  hospital,  nursing 
and  dental  care,  and  necessary  medical  supplies;  (b)  sickness 
benefit,  aftei  the  third  day  a  cash  benefit  of  2/3  of  the  wages,  but 
in  no  case  more  than  $8  per  week;  (e)  maternity  benefit,  consisting 
of  medical  attendance  for  wives  of  insured  men,  and  insured 
women,  and  for  the  latter  a  cash  benefit  in  addition  for  two  weeks 
before  and  six  weeks  after  childbirth. 

Cost.— The  cost  is  estimated  at  about  3%  of  the  payroll,  to  be 
shared  equally  by  employers  and  workers.  The  estimated  cost  to  the 
worker  is  about  20  cents  per  week.  The  cost  of  administration  is 
borne  by  the  state. 

Administration  is  in  the  hands  of  a  joint  board  on  which  both 
parties  are  represented,  very  similar  in  nature  to  the  board  ad¬ 
ministering  workmen’s  compensation.  A  salaried  medical  officer 
of  the  board  relieves  the  practising  physicians  of  much  clerical 
work,  including  the  certification  of  disability  in  connection  with  the 
authorization  of  cash  benefits.  There  is  free  choice  of  physicians 
by  the  sick  workmen.  Provision  is  made  for  the  payment  of 
physicians  in  co-operation  with  the  State  Medical  Association. 

Provision  is  made  in  the  Bill  for  educational  work  among  em¬ 
ployers  and  their  employees  to  further  improved  standards  of 
health.  Premium  rates  are  to  be  fixed  in  proportion  to  the  sickness 
hazard  of  the  industry (  as  in  workmen’s  compensation),  so  that 
there  is  also  a  strong  financial  incentive  for  the  emph^er  to  reduce 
sickness  among  his  employees  to  a  minimum. 


5. — Australian  Experience. 

(a)  General. 

Australia  has  followed  the  usual  development  in  public  health 
services,  with  recent  extensions  of  special  interest.  Epidemology, 
tropical  diseases,  sanitation  and  food  inspection,  and  social  hygiene 
form  the  basis  of  the  service.  Medical  inspection  of  school  children 
is  now  general,  this  work  being  done  by  the  various  states.  Medical 
staffs  have  been  organized,  and  in  some  states  travelling  clinics 
have  been  established  to  deal  with  dental,  ocular  and  general  defects. 

Pre-natal  work  has  been  advanced  by  provision  of  a  maternity 
allowance.  Under  this  Act  a  sum  of  £5  is  payable  to  the 
mother  in  respect  to  each  confinement  at  which  a  living  or  viable 
child  is  born.  The  mother  must  be  a  native  of  the  Commonwealth, 
or  intend  to  settle  permanently  therein.  No  payment  is  made  in 
the  case  of  an  aboriginal  or  an  Asiatic.  In  1 925-20  (the  last 
year  for  which  figures  are  available)  there  were  130,000  claims  paid 
amounting  to  £681,000. 

The  Royal  Commission  on  National  Health,  appointed  m  1921, 
reported  in  1925,  dealing  with  the  following  subjects:  Ill-health  in 
the  Commonwealth;  medical  services;  co-operation  of  Common- 
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wealth  and  state  health  authorities;  prevention  of  disease;  venereal 
diseases;  uniform  legislation  with  regard  to  the  purity  of  food  and 
drugs;  maternity  hygiene;  child  welfare;  industrial  hygiene;  en¬ 
couragement  and  development  of  research  work;  relationship  be¬ 
tween  public  health  authorities  and  the  medical  practitioners  and 
between  public  health  authorities  and  other  public  authorities  run¬ 
ning  medical  services,  and  the  publication  of  information  relating 
to  public  health. 

Following  the  recommendation  of  the  Royal  Commission,  the 
Federal  Health  Council  was  formed  for  the  discussion  of  the  mat¬ 
ters  named  above  between  the  federal,  state  and  other  interested 
authorities.  The  first  session  of  this  council  was  held  in  1927, 
when  a  series  of  resolutions  was  adopted  with  a  view  to  carrying 
into  effect  many  of  the  recommendations  of  the  Royal  Commission 
for  securing  co-operation  between  the  health  authorities  of  the 
Commonwealth  and  state,  for  promoting  uniformity  of  legislation 
and  administration,  and  for  advancing  public  health  generally 
within  the  Commonwealth.  Action  is  now  being  taken  with  respect 
to  the  resolutions  of  the  Federal  Health  Council. 

(b)  Royal  Commission  on  National  Insurance,  Australia,  1924-27. 

This  Commission  was  appointed  to  inquire  into  and  report  upon: 
(a)  National  insurance  as  a  means  of  making  provision  for  casual 
sickness,  permanent  invalidity,  old  age  and  unemployment,  and  (b) 
the  operation  of  the  Maternity  Allowance  system  with  a  view  to 
incorporation  with  national  insurance  of  a  scheme  for  securing 
effective  pre-natal  and  other  assistance  to  mothers. 

In  its  first  progress  report  (1925)  the  Commission  recommends 
the  consolidation  of  existing  social  insurance  schemes  into  one 
national  insurance  fund  on  a  contributory  basis.  Its  recommenda¬ 
tions  are: 

1.  That  membership  of  such  fund  be  compulsory. 

2.  That  a  sickness  benefit  of  30s.  per  week  be  payable  to  adult  insured 
members  during  the  first  six  months  when  incapacitated  for  work  as  the 
result  of  sickness. 

3.  That  a  sickness  benefit  not  exceeding  20s.  per  week  be  payable  to 
insured  members  under  21  years  of  age  during  similar  incapacity. 

4.  That  equivalent  benefits  be  payable  to  insured  members  when 
incapacitated  for  work  as  the  result  of  accident,  and  that  the  question  of 
including  workers’  compensation  legislation  under  the  National  Insurance 
Fund  administration  be  fully  considered. 

5.  That  an  invalidity  benefit  of  20s  per  week  be  payable  to  insured 
members  during  that  period  when  incapicitated  for  work  as  the  result 
of  sickness  or  accident  extending  beyond  six  months’  duration. 

6.  That  a  maternity  benefit  of  20s.  per  week  be  payable  for  a  period 
of  two  weeks  prior  to  and  for  four  weeks  after  the  confinement  of  a 
female  insured  member,  or  the  wife  of  an  insured  member. 

7.  That,  as  the  cost  of  existing  maternity  allowance  is  at  present 
borne  solely  by  the  Commonwealth,  this  responsibility  should  continue 
with  respect  to  the  maternity  benefit  provided  under  the  National 
Insurance  Fund. 

(c)  National  Health  Scheme. 

The  Commission  recommended  that  a  national  health  scheme 
should  be  instituted  which  would  aim  at  adequate  medical  treat¬ 
ment  for  the  people,  and  which  would  provide  requisite  machinery 
for  prevention  of  sickness  or  accident,  and  also  that  the  health 
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scheme  should  be  dissociated  from  the  administration  of  the  national 
insurance  fund  It  is,  however,  recommended  that  the  functions 
and  objects  of  the  health  departments  be  extended  in  such  manner 
enable  provision  to  be  made  as  early  as  possible  for  the 
effective  supervision  of  adequate  medical  services,  especially  with 
respect  to  maternity  treatment. 

The  National  Insurance  Scheme  and  the  National  Health  Scheme 
aie  seen  to  be  distinct,  the  one  a  consolidated  contributory  fund 
coveting  the  normal  contingencies  of  life,  the  other  a  state  scheme 
for  the  treatment  and  prevention  of  disease. 

It  is  proposed  that  the  National  Health  Scheme  should  cover  the 
following : 

1.  Provision  for  medical  attendance  in  sickness  and  necessary  medi¬ 
cine  and  appliances. 

2.  Adequate  hospitals  and  sanatoria,  especially  maternity  and  chil¬ 
dren’s  hospitals,  laboratories,  district  nurses  and  ambulance  service. 

3.  Extended  public  health  legislation,  inspection  and  education  cover¬ 
ing  maternal  hygiene  and  infant  welfare,  industrial  hygiene  and  medical 
research. 


No  machinery  is  outlined  for  this  National  Health  Scheme,  as 
most  of  its  activities  would  be  expansions  of  activities  already  exist¬ 
ing.  No  definite  organization  for  the  administration  of  medical 
benefit  is  proposed. 


The  Commissioners  state: 

“The  provision  of  medical  benefit  under  National  Insurance  in  the 
United  Kingdom  has  resulted  in  a  most  involved  and  difficult  problem 
of  administration,  and  it  has  been  suggested  that  far  more  satisfactory 
results  would  be  obtained  in  Australia  if  arrangements  were  made  whereby 
the  insured  person  received  an  amount  of  sick-pay  per  week  which  would 
enable  him  to  make  his  own  arrangements  with  any  medical  practitioner 
for  the  services  rendered.  Alternative  suggestions  have  been  made  that 
the  Government  should  engage  whole-time  doctors  on  a  salary  basis  for 
any  medical  attendance  required  under  National  Health  Insurance,  or  that 
the  medical  profession  should  be  nationalized.  Your  Commissioners  are 
of  the  opinion,  however,  that  health  supervision  is  not  necessarily  a  subject 
for  insurance,  and  medical  benefit  is  necessarily  a  matter  for  the  Health 
Department,  as  a  part  of  a  National  Health  System,  as  distinct  from  a 
National  Insurance  Scheme.” 


The  National  Insurance  Scheme  provides  a  sickness  benefit  dur¬ 
ing  sickness  and  invalidity  benefit  following  sickness  where  neces¬ 
sary.  These  benefits  may  be  administered  through  friendly  socie¬ 
ties  already  existing. 

It  is  important  to  note  that  there  is  in  Australia  a  development 
of  friendly  societies,  trade  union  sickness  insurance,  sick  clubs,  etc., 
paralleling  such  development  in  Great  Britain.  In  1923,  524,000 
persons,  or  some  9  per  cent,  of  the  population  of  Australia,  were 
covered  by  these  societies,  or  some  30  per  cent,  of  the  wage-earners. 
As  in  Great  Britain,  therefore,  there  is  an  existing  machinery  which 
could  be  utilized  for  the  operation  of  state  health  insurance. 

In  September,  1928,  the  Ministry  of  the  Commonwealth  of 
Australia  introduced  into  Parliament  a  measure  to  provide  national 
insurance  covering  sickness,  disablement,  mothers  pensions,  oi  plums 
and  superannuation.  This  Bill  includes  several  existing  schemes 
and  consolidates  these,  but  the  elements  of  sickness  and  disability 


allowances  are  new. 
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Provision  is  made  for  administration  through  the  friendly 
societies  where  these  are  organized,  under  control  of  a  board.  Con¬ 
tributions  amount  to  1  shilling  per  week  for  a  man,  matched  by  an 
additional  shilling  from  his  employer  and  %  shilling  contribution 
for  women. 

The  measure  is  being  introduced  for  discussion  and  criticism 
only  at  this  session,  and  will  not  be  passed  till  some  future  session. 

6. — New  Zealand  Experience. 

The  public  health  activities  of  New  Zealand  include  those 
usually  found,  with  important  advances  in  the  area  of  medical 
inspection  in  schools  and  pre-natal  and  maternity  work. 

The  medical  inspection  of  schools  in  New  Zealand  is  carried  out 
by  the  Division  of  School  Hygiene  of  the  Health  Department  with 
a  permanent  staff  consisting  of  a  director,  12  school  medical  officers 
and  31  nurses.  The  Health  Act,  1920,  gives  the  necessary  authority 
for  the  medical  examination  of  children  attending  the  primary 
state  schools.  During  the  year  192G  schools  to  the  number  of  1,G94 
were  inspected.  Statistical  reports  were  compiled  relating  to  the 
complete  examination  of  GG,285  children,  and  in  addition  51,828 
children  were  examined  for  the  more  important  defects.  Preven¬ 
tive  and  curative  treatment  for  goitre  is  now  established  in  a 
majority  of  schools  throughout  the  Dominion,  approximately  12,000 
children  at  present  receiving  treatment. 

The  following  special  investigations  were  carried  out  during 
the  year : 

1.  Inquiry  into  the  condition  of  rural  school  children. 

2.  Inquiry  into  the  incidence  of  tuberculosis  among  New  Zealand 
school  children. 

3.  An  investigation  into  the  physical  growth  and  mental  attainment 
of  New  Zealand  school  children  carried  on  with  the  co-operation  of  the 
Education  Department. 

With  the  exception  of  the  school  dental  clinics  provided  by  the 
Division  of  Dental  Hygiene,  there  are  no  school  clinics  for  the 
treatment  of  children,  this  being  carried  out  either  by  private  prac¬ 
titioners  or  at  the  public  hospitals.  The  educational  aspect  of  the 
work  of  the  School  Medical  Officers  is  considered  to  be  specially 
important,  emphasis  being  placed  upon  the  prevalence  of  prevent¬ 
able  defects  in  school  children  and  the  great  improvement  to  be 
obtained  from  the  application  of  modern  knowledge  of  child  wel¬ 
fare.  For  this  purpose  pamphlets  and  literature  giving  informa¬ 
tion  of  health  topics  are  freely  distributed  throughout  the  Dominion. 

The  Dental  Division  of  the  Health  Department  has  at  present, 
besides  the  Director,  the  Deputy  Director,  and  other  administrative 
and  training  staff,  fourteen  dental  surgeons  and  sixty-two  dental 
nurses,  stationed  at  various  centres  throughout  the  Dominion. 
Fifty-eight  dental  clinics  have  been  established  to  date.  There  are 
at  present  sixty-five  probationers  undergoing  training,  twenty-eight 
of  whom  have  nearly  completed  one  year  of  their  course  and  will 
he  ready  to  take  up  duty  about  April,  1928. 

The  following  is  a  summary  of  operations  performed  by  the 
dental  officers  and  dental  nurses  from  the  1st  April,  192G,  to  the 
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31st  March,  11)27:  Fillings,  84,723;  extractions,  53,232;  other  oper¬ 
ations,  63,047 ;  total  operations,  201,002. 

The  total  number  of  children  at  present  under  treatment  at  the 
various  clinics  is  approximately  33,000. 

Besides  these,  many  children  have  been  examined  and  their  teeth 
charted.  Duplicate  charts  have  been  sent  to  parents,  resulting  in 
the  treatment  of  many  cases  by  private  practitioners  or  at  hospitals. 

Leaflets  have  been  printed  for  circulation  to  parents,  embody¬ 
ing  short,  terse  rules  to  be  followed  for  the  prevention  of  dental 
diseases.  Every  opportunity  is  being  taken  to  bring  this  phase  of 
the  question  before  the  parents  and  the  public. 

Ante-Natal  Clinics. 

Free  nate-natal  clinics  are  established  in  the  four  centres  of 
New  Zealand,  in  connection  with  the  State  maternity  hospitals, 
other  maternity  hospitals,  and  societies  such  as  the  Plunket  Society 
and  St.  John  Ambulance. 

A  specially  qualified  Medical  Officer  in  Charge  of  Ante-natal 
Clinics  has  been  appointed  by  the  Department  of  Health  to  estab¬ 
lish  clinics,  to  supervise  all  clinical  work  and  to  train  nurses  in 
this  branch  of  midwifery. 

The  main  clinics  at  the  State  maternity  hospitals  are  staffed 
by  medical  officers,  assisted  by  ante-natal  clinic  nurses  who  have 
had  special  training  in  the  work  and  have  qualified  for  ante-natal 
clinic  diplomas. 

The  clinics  established  in  connection  with  maternity  hospitals, 
the  Plunket  Society  and  St.  John  Ambulance  are  staffed  by  nurses 
who  have  taken  their  ante-natal  clinic  training,  and  each  nurse  acts 
as  an  assistant  to  the  patient’s  medical  attendant. 

A  nurse  instructor  in  the  work  has  been  appointed  in  each 
centre,  and  is  responsible  for  the  training  of  maternity  nurses  in 
ante-natal  work. 

The  aims  and  objects  of  the  work  are: 

1.  To  maintain  the  health  of  the  expectant  mother. 

2.  To  instruct  the  mother  in  her  bodily  hygiene  and  habits  during 

pregnancy. 

3.  To  preserve  pregnancy  until  full  time. 

4.  To  secure  a  normal  labour,  resulting  in  a  healthy  breast-led  bab> 
and  an  undamaged  mother. 

The  total  attendance  at  the  various  clinics  during  the  year  19i(> 
was  13,175,  as  compared  with  7,912  in  1925. 

The  results  of  this  ante-natal  child  hygiene  work  show  in  the 
reduced  infant  mortality  rate.  New  Zealand  has  reduced  its  infant 
mortality  to  about  4  per  1,000-the  lowest  in  the  worid-n and  its 
maternal  mortality  rates  to  about  5  per  1,000  living  births.  l<  urthei 
reductions  are  possible  and  are  expected,  with  the  increasing  scope 
of  the  scheme  and  its  continued  use. 


7. — Canadian  Experience. 


<*>Then0nublic  health  services  in  Canada  have  developed  along  the 
regulation  lines  of  sanitation,  epidemiology,  vital jtatisbcs,  labora 


tory  facilities,  in  all  the  provinces. 
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In  some  provinces,  however, 


further  developments  have  taken  place  of  special  interest  to  an 
inquiry  into  state  medicine. 


(b)  County  Health  Units. 

The  Province  of  Quebec  has  become  actively  interested  in  the 
organization  of  county  health  units  in  recent  years.  Six  units  are 
now  operating  and  others  under  consideration.  Those  operating 
have  an  average  area  of  760  square  miles,  and  an  average  population 
of  about  16,000  in  the  smaller  units  (2  large  scattered  units  are 
operating  each  with  a  population  of  some  45,000).  A  total  popu¬ 
lation  of  155,000  is  now  served  by  county  health  units.  In  the 
Province  of  British  Columbia,  4  such  district  health  units  are  in 
operation,  and  in  Saskatchewan  and  Manitoba  the  provincial 
Departments  of  Health  have  under  way  plans  for  setting  up  such 
district  health  units.  A  description  of  a  proposed  unit  for  Alberta 
is  later  given  in  detail. 

The  work  carried  on :  Sanitary  inspection,  epidemiology,  collec¬ 
tion  of  vital  statistics,  pre-school  child  clinics,  the  inspection  of 
school  children,  pre-natal  and  post-natal  advice,  the  location  and 
treatment  of  tuberculosis  and  general  health  education  work.  The 
cost  is  from  $11,000  to  $14,000  yearly  per  unit,  shared  by  the  county, 
province  and  Rockefeller  Foundation.  The  work  of  the  health 
units  has  met  an  excellent  reception,  and  their  permanence  and 
growth  are  assured. 

(c)  Contract  Doctors  in  Saskatchewan. 


Under  the  Municipalities  Act  the  rural  municipalities  in  Sask¬ 
atchewan  have  the  opportunity  to  employ  a  municipal  physician 
under  contract,  salary  not  to  exceed  $5,000.  Some  eight  rural  muni¬ 
cipalities  have  engaged  such  doctors  and,  on  the  whole,  find  the 
arrangement  satisfactory.  (Summary  of  Saskatchewan  experience 
is  included  in  the  Appendix.) 

Most  of  the  municipal  districts  are  nine  townships  in  size,  with 
a  population  of  from  1,400  to  2,000  persons.  The  doctor  may  carry 
on  a  private  practice  as  well,  but  must  be  available  for  municipal 
calls.  He  usually  supplies  dressings,  but  not  medicines.  Hospital¬ 
ization  and  nursing  services  are  extra.  The  doctor  gives  under 
contract  general  practitioner  service,  including  ordinary  maternity 
work  and  minor  operations  and  fractures. 

Some  municipalities  make  a  small  charge  for  the  initial  call  in 
order  to  discourage  unnecessary  calls  on  the  doctor's  time.  In 
others,  the  doctor  may  make  such  a  charge  if,  in  his  opinion,  the 
party  could  have  come  to  his  office.  Some  have  moderate  scales 
of  fees  for  maternity  cases  and  for  larger  classes  of  work. 

The  cost  varies  from  $2  to  $5  per  quarter-section  per  year, 
depending  on  the  relative  population  and  settlement  of  the  area. 
All  the  municipalities  heard  from  were  satisfied  with  the  scheme 
and  intend  to  continue  it. 


Most  of  the  doctors  heard  from  appear  satisfied  with  the  scheme, 
with  the  exception  of  the  feature  of  unnecessary  calls.  This  could 
be  reduced  by  the  initial  fee  previously  mentioned.  On  the  whole, 
the  scheme  is  a  satisfactory  one  for  its  purpose — the  securing  of 
medical  service  to  rural  communities.  It  supplies  complete  general 
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practitioner  service  at  moderate  cost  where,  without  it,  the  patient 
would  go  untreated  or  have  to  secure  private  treatment  at  much 


higher  cost 


(d)  Maternity  Grants  in  Saskatchewan. 

The  Province  of  Saskatchewan  makes  a  grant  of  $25  to  assist  any 
expectant  mother  who  lives  where  there  is  no  medical  attendance 
readily  available  to  obtain  the  required  medical  aid.  This  sum  is 
usually  divided  by  making  a  grant  of  $10  at  once  to  the  mother  for 
obtaining  the  necessaries  for  the  event,  and  $15  is  paid  to  the  doctor 
who  attends  her.  This  sum  of  $25,  however,  may  be  paid  entirely  to 
the  physician,  or  may  be  paid  to  the  hospital  that  the  mother 
goes  to,  upon  her  request. 

SASKATCHEWAN — MATERNITY  GRANT 
No.  of  Mothers 


Year. 

1920  . 

1921  . 

Receiving  Grant. 

Cost. 

3  1  20 

1922  . 

6  275 

1923  . 

.  286  . 

6  355 

1924  . 

.  427  . 

9  469 

1925  . 

.  417  . 

10  595 

1926  . 

.  496  . 

11  852 

1927  . 

.  305  . 

8,450 

This  is  about  2.5 

per  cent,  of  the  total  number 

of  births  in 

province. 

From  the  public  health  point  of  view  the  usefulness  of  a  cash 
maternity  grant  is  open  to  question.  There  is  no  guarantee  that 
the  grant  is  wisely  spent,  or  even  spent  to  better  the  mother’s 
condition.  Even  though  it  is  designed  for  districts  where  no  other 
aid  is  available,  the  question  may  be  raised  whether  the  same  funds 
spent  for  additional  public  health  nurses  or  in  the  provision  of 
midwifery  training  for  competent  women  could  not  secure  results 
of  larger  benefit. 

(c)  British  Columbia  Health  Insurance. 

The  Province  of  British  Columbia  has  given  considerable  atten¬ 
tion  in  recent  years  to  the  question  of  health  insurance.  In  1921  a 
Royal  Commission  investigated  the  need  for,  and  the  possibilities 
of,  health  insurance,  and  recommended  its  adoption.  Two  years 
later  the  British  Columbia  Medical  Association  had  an  exhaustive 
inquiry  made  so  that  it  might  be  informed  on  the  problem  and 
ready  to  co-operate  intelligently  in  its  solution. 

The  findings  of  these  bodies  as  to  British  Columbia  are  very 
similar.  The  loss  of  time  from  sickness  is  set  at  seven  days  annually 
per  worker,  a  wage  loss  of  some  $1,165,000,  or  about  three  times  the 
loss  due  to  accidents  under  the  Workmen  s  Compensation  Board. 

The  system  of  health  insurance  proposed  calls  for  full  medical 
benefit  for  all  wage-earners  with  incomes  less  than  $5,000  per  year 
and  their  dependents.  The  cost  of  medical  benefit  would  be  some 
$3,580,000,  borne,  2/5  by  the  employer  ($1,432,000),  2/o  by  the 
employee  ($1,432,000),  and  1/5  by  the  state  ($716,000).  1  his  works 

out  at  a  monthly  contribution  of  $1  by  the  employee,  $1  by  the 
employer  and  50  cents  by  the  state.  I  his  amount  is  sufficient  to 
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provide  medical  treatment  and,  in  addition,  pay  sickness  benefit  of 
2/3  of  the  regulation  wage  for  the  period  of  sickness  after  a  three- 
day  waiting  period. 

The  administration  would  be  by  means  of  an  independent  com¬ 
mission  similar  to  that  for  workmen’s  compensation.  Free  choice 
of  doctor  would  be  available  to  the  insured.  The  doctors  would  be 
compensated  on  a  fixed  scale  of  fees  as  at  present  provided  for  in 
workmen’s  compensation. 

No  Health  Insurance  Bill  has  vet  been  introduced  in  British 
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Columbia,  but  there  is  much  public  opinion  in  favour  of  it,  and  the 
late  Oliver  Government  was  committed  to  it.  It  is  not  unlikely 
that  a  bill  will  be  introduced  at  the  1929  session  of  the  British 
Columbia  Legislature. 


8. — Experience  in  Alberta. 

(a)  Municipal  Hospitals. 

The  Government  of  Alberta  has  encouraged  an  extensive  de¬ 
velopment  of  municipal  hospitals  throughout  the  province.  There 
are  now  some  twenty  hospitals  in  operation  providing  392  beds, 
and  others  are  under  consideration.  These  hospitals  serve  almost 
half  of  the  rural  population  of  the  province,  and  are  of  the  most 
modern  construction  and  equipment.  (See  summary  in  Appendix.) 

A  hospital  district  comprising  several  municipalities  is  de¬ 
signated  by  the  Minister  of  Health  after  application  by  the  rate¬ 
payers  for  such  consideration.  A  vote  is  held  on  the  proposal,  2/3 
majority  being  required  for  its  approval.  Funds  are  raised  by  an 
issue  of  debentures,  which  are  retired  over  a  term  of  years.  All 
assessable  land  in  a  hospital  district  contributes  towards  its  support, 
the  average  tax  per  acre  not  exceeding  3  cents,  or  less  than  $5.00 
per  quarter-section. 

These  institutions  are  thus  the  property  of  the  people  in  the 
hospital  district.  They  are  maintained  by  the  elected  representa¬ 
tives  of  the  ratepayers  whom  they  serve.  Their  success  is  attested 
by  the  fact  that  at  the  end  of  1927  every  municipal  hospital  had  a 
surplus. 

(b)  Travelling  Clinics. 

The  travelling  clinics  are  a  relatively  new  experiment  in  the 
Pi  •ovince,  reaching  their  largest  development  in  the  last  two  years. 
They  were  organized  for  the  purpose  of  providing  dental  and  sur¬ 
gical  service  for  the  correction  of  defects  among  school  children  in 
the  country  districts.  Starting  in  1921  as  a  travelling  dental  clinic, 
in  1924  it  added  a  physician  and  nurse.  The  demand  for  its  services 
has  always  exceeded  its  ability  to  supply  them.  In  1927,  then 
manned  by  a  surgeon  and  assistant,  dentist  and  nurses,  it  was  able 
to  reach  only  40  of  the  122  centres  formed.  In  1928  the  clinic 
worked  in  three  units,  two  examining  and  one  surgical.  The  staff 
of  each  examining  unit  consisted  of  a  physician,  dentist  and  two 
nurses,  while  the  surgical  unit  comprised  a  surgeon  and  assistant 
with  two  nurses.  Eighty-two  clinics  were  held,  serving  463  schools 
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and  examining  nearly  11,000  children, 
shows  the  work  performed: 


No.  examined  by  Doctors 
No.  T.  &  A.  Operations  . 

No.  Circumcisions  . 

No.  Minor  Operations  _ 

No.  Prescribed  for  . 

No.  referred  to  Physician 
Dental — 

No.  examined  . . 

No.  treated  . 

Fillings  . 

Prophylaxis  . 

Total  extractions  . 


The  following  statement 


5,868 

1,647 

74 

34 

525 

74 

5,535 

1,306 

286 

46 

2,678 


The  clinic  is  self-contained,  moving  by  motor  truck,  and  exam¬ 
ining  and  operating  in  school-houses  or  other  suitable  buildings. 
The  staff  live  in  tents.  The  project  is  essentially  one  of  taking 
medical  services  to  the  people,  and  did  the  clinic  not  exist,  the 
work  would  remain  undone,  due  to  the  difficulties  of  finance, 
transportation  and  lack  of  motivating  interest  among  those  served. 
The  clinic  largely  obviates  these,  hence  its  popularity.  It  aims  to 
be  self-supporting  by  charging  a  moderate  fee  for  services  per¬ 
formed.  In  1927  it  had  a  deficit  of  some  $1,800,  while  1928  shows 
a  deficit  of  some  $10,000,  due  to  the  much  more  extensive  scale 
of  operations,  and  to  the  fact  that  harvesting  operations  reduced 
the  attendance  at  the  clinics  in  the  latter  part  of  the  season. 

The  value  of  the  work  of  the  travelling  clinic  is  unquestioned. 
It  provides  a  health  service  not  otherwise  obtainable,  and  as  a 
public  health  measure  is  of  basic  importance.  Its  continuance  in 
its  present  or  modified  form  is  desirable  in  any  public  health 
program  of  the  province. 


(c)  Public  Health  Nurses. 

Considerable  use  has  been  made  of  public  health  nurses  in  the 
province.  These  are  graduate  nurses  with  special  training  or 
experience  in  public  health  work,  and  may  be  roughly  classed  in 
two  groups: 

(1)  District  Nurses  are  generally  stationed  in  the  outlying- 
frontier  communities  where  few  other  medical  or  hospital  facilities 
are  available.  They  provide  a  general  nursing  service— first  aid, 
midwifery,  bedside  "nursing,  child  hygiene  and  the  numerous  in¬ 
cidental  services  for  which  they  are  called  on  in  such  a  location. 
There  are  at  present  7  district  nurses  scattered  through  the  nor¬ 
thern  part  of  the  province. 

(2)  Public  Health  Nurses  are  stationed  in  the  cities  and  in  the 
municipalities  which  have  requested  them  and  can  co-operate 
financially,  the  municipality  bearing  half  of  the  cost.  I  heir  voi  v 
is  more  preventive  in  nature-the  physical  inspection  of  school 
children  and  pre-school  children,  conducting  ol  well-hobj 
clinics,  giving  pre-natal  advice  to  mothers  and  general  health  edu¬ 
cational  work.  There  are  7  public  health  nurses,  3  m  the  cities  and 
4  in  municipal  districts. 


(d)  Proposed  Health  Units. 

The  Rockefeller  Foundation 
ment  have  recently  co-operated 


and  the  Provincial  Health  Depart- 
in  developing  proposals  for  county 
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health  units  in  the  province.  For  purposes  of  preliminary  con¬ 
sideration  two  areas  have  been  tentatively  designated,  one  about 
High  River,  and  the  other  comprising  the  areas  centering  about 
Lacombe,  Red  Deer,  Innisfail  and  Bowden.  Preliminary  work  of 
an  educational  nature,  looking  toward  the  establishment  of  these 
projects,  was  done  during  the  past  year.  The  proposals  were  out¬ 
lined  to  representative  citizens  in  these  areas,  and  an  expression  of 
opinion  sought  from  the  municipalities  concerned.  The  question 
of  cost  would  appear  to  be  uppermost. 

The  Proposed  Red  Deer  Unit. 

The  tentative  plans  for  this  unit  include  six  municipal  districts, 
three  large  towns,  and  six  small  towns  or  villages;  a  total  area  of 
56 y2  townships,  or  some  2,000  square  miles  (1,280,000  acres — 8,000 
quarter-sections)  ;  a  total  population  of  some  20,000—14,500  rural 
in  the  six  municipal  districts,  4,300  in  three  towns,  1,200  in  six 
villages. 

The  cost  is  estimated  at  $12,000,  half  of  which  would  be  raised 
by  the  districts,  one-quarter  by  the  province,  and  one-quarter  by 
the  Rockefeller  Foundation  during  the  initial  years  of  the  project. 
The  policy  of  the  Rockefeller  Foundation  in  this  connection  is  to 
gradually  withdraw  the  assistance  extended  until  at  the  end  of  four 
or  five  years  no  further  aid  is  granted;  the  Foundation  taking  the 
position  that  when  the  value  of  this  work  is  demonstrated,  it  is 
the  duty  of  the  local  district,  with  the  assistance  of  the  province, 
to  carry  on.  This  would  make  the  cost  about  30  cents  per  capita, 
or  75  cents  per  quarter-section,  gross  acreage.  Recent  information 
from  Ottawa  would  appear  to  indicate  that  appropriations  are 
likely  to  be  made  for  federal  assistance  to  proposed  health  units  in 
which  event  the  total  cost  to  the  local  authorities  might  be  some- 
what  reduced. 

The  minimum  staff  of  such  district  health  units  would 
consist  of  a  medical  health  officer,  trained  in  the  work;  2  public 
health  nurses,  or  one  public  health  nurse  and  a  sanitary  inspector; 
and  a  stenographer  as  office  assistant.  The  centre  at  which  the 
headquarters  of  this  district  health  unit  would  be  located,  would 
be  expected  to  provide  the  necessary  office  accommodation.  At 
this  centre  a  district  laboratory  would  be  established  in  order  that 
routine  public  health  specimens  could  be  examined  by  the  local 
centre,  thus  eliminating  the  delay  which  occurs  in  forwarding 
these  specimens  to  the  Provincial  Laboratory  at  Edmonton  for 
examination. 

These  district  health  units  would  be  administered  by  a  local 
health  board  composed  of  one  representative  from  each  of  the 
municipalities  in  the  district  and  supervised  by  the  Provincial 
Department  of  Health. 

The  function  of  the  county  health  unit  is  that  of  preventive 
medicine.  It  is  the  public  health  service  of  its  area,  performing 
the  older  public  health  functions  such  as  the  control  of  epidemic 
diseases,  sanitary  inspection  of  food  and  water  supplies,  and  regis¬ 
tration  of  vital  statistics,  and  the  newer  functions  of  the  discovery 
and  control  of  tuberculosis  and  venereal  disease,  the  medical  inspec¬ 
tion  of  pre-school  and  school  children,  the  conducting  of  clinics  and 
educational  activities  in  pre-natal  and  post-natal  maternity  work 
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and  general  health  education  among  children  and  adults.  The 
actual  treatment  of  disease  is  left  to  the  physicians  of  the  area  as 
before,  the  health  unit  limiting  itself  to  the  fields  of  prevention  and 
education. 

In  the  two  phases  of  its  work  last  named,  viz.,  child  and  mater¬ 
nity  hygiene,  the  county  health  unit  has  before  it  large  opportuni¬ 
ties  for  the  furthering  of  public  health.  The  physical  inspection 
of  school  children  in  cities,  with  early  correction  of  defects  so  dis¬ 
covered,  has  securely  established  itself  as  valuable  preventive  health 
work.  The  Government  of  the  province  has,  through  the  Travelling 
Clinics,  extended  these  benefits  to  some  rural  areas.  Child  hygiene, 
school  and  pre-school,  would  constitute  one  of  the  chief  items  in  the 
program  of  any  county  health  unit. 

The  opportunities  in  maternal  hygiene  are  perhaps  even  larger. 
There  was  recently  made  a  federal  enquiry  into  maternal  mortality 
in  Canada.  This  inquiry  revealed  the  shocking  condition  that  in 
Canada  we  lose  over  1,500  mothers  every  year  in  child-birth,  or  6.4 
maternal  deaths  occur  for  every  1,000  living  births.  Moreover,  it 
was  shown  that  much  of  this  loss  is  preventable  by  adequate  meas¬ 
ures  of  pre-natal  and  post-natal  care.  The  example  of  Holland  is 
quoted  with  a  maternal  death-rate  of  but  2  per  thousand — a  record 
which  has  been  duplicated  in  certain  public  health  areas  in  Britain, 
once  interest  has  been  aroused.  Much  of  the  work  needed  is  edu¬ 
cational  —  of  a  type  which  is  now  efficiently  carried  on  by  the 
public  health  nurses— and  would  be  effectively  directed  through 
county  health  units.  These  two  illustrations  present  phases  of 
public  health  work  with  which  county  health  units  would  be 
actively  concerned,  and  in  the  promotion  of  which  lie  large  possi¬ 
bilities*  for  the  improvement  of  the  public  health. 


(e)  Contract  Doctors. 

(1)  Municipal  Doctors— As  in  Saskatchewan,  there  has  been 
considerable  use  of  contract  medical  practice  in  Alberta,  chiefly  in 
connection  with  mines  and  railroads.  However,  several  municipali¬ 
ties  pay  doctors  a  part-salary  for  their  services,  and  in  the  case  of 
some  ten  other  doctors  the  province  pay  a  part-salary  for  the 
care  of  indigent  patients  and  for  the  carrying  on  of  public  health 
duties.  These  doctors  work  chiefly  in  the  dry  areas  of  the  south 
or  in  the  scattered  settlements  of  the  north. 

(2)  Private  Contract  Doctors—  Nearly  all  the  medical  and 
hospital  work  in  mining  towns,  lumber  camps  and  much  of  it  tor 
railroad  employees  is  carried  on  by  contract  medical  practice,  home 
20  doctors  devote  whole  or  part  time  to  such  practice,  caring  for 
some  2,800  men  and  their  dependents,  or  a  total  of  some  -h000 

persons. 

The  contracts  are  usually  the  concern  of  the  three  parties— the 
men,  the  employer  and  the  doctor.  I  lie  men  agree  o  ‘  e(  e(  l1^ 
from  their  wages  in  return  for  medical  services,  lie  company 
agrees  to  make  the  deduction  from  wages  and  to  pay  them  to  the 
doctor.  The  doctor  agrees  to  furnish  the  service  stipulated.  1  he 
contracts  vary  in  detail,  but  the  main  clauses  provide  the  \o\\ow  mg. 
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The  Cost  runs  from  $2.50  to  $3.00  per  man  per  month,  which  is 
deducted  from  his  pay,  for  which — 

The  Doctor  provides  for  him  and  his  immediate  dependents: 

1.  Medical  attention,  including  medicine  and  dressings.  Specialist 
services  and  the  provision  of  vaccines  and  serums  may  or  may  not  be 
included. 

2.  Hospitalization,  including  X-ray  service  and  ambulance  service 
where  necessary. 

3.  Surgical  operations  at  reduced  fees,  usual  rate  being  a  maximum 
of  $7.50  for  minor  operations  and  $25  for  major  operations. 

4.  Maternity  care. — For  a  fee  of  $10-$15  for  all  normal  pregnancies. 

The  following  are  not  included  under  the  contracts: 

1.  Treatment  of  venereal  disease. 

2.  Hospitalization  for  infectious  diseases. 

3.  Treatment  of  old  cases,  that  is,  illness  resulting  from  injury  or 
illness  previous  to  coming  on  the  job. 

Boys  under  18  generally  pay  half  rates. 

After  shut-downs  or  strikes  provision  is  made  for  a  reduced 
rate  of  fees(  usually  a  half)  for  a  period  equal  to  the  interruption 
of  earnings.  In  few  of  the  contracts,  however,  is  there  provision 
for  payment  of  the  doctor  during  periods  of  strikes  or  shut-downs. 
Since  the  men  are  not  working  no  wages  are  earned  or  deductions 
made,  hence  no  salary  is  available  for  the  doctor.  Usually,  there¬ 
fore,  a  strike  or  shut-down  means  a  distinct  loss  of  earnings.  The 
doctor  continues  his  services,  but  may  have  to  resort  to  the  chance 
of  private  practice  for  remuneration. 

Termination  of  the  contract  is  provided  for  by  either  party, 
generally  on  two  months’  notice. 

A  summary  of  the  existing  contracts  for  medical  services  is 
included  in  the  Appendix  of  this  report. 

It  will  be  seen  from  the  above  that  contract  medical  practice  is 
by  no  means  strange  in  the  province,  but  that  in  certain  areas  it  is 
the  most  common  form  of  medical  service,  and  is  carried  on  to  the 
satisfaction  of  all  parties  concerned. 

Contracts  for  Hospitalization. 

In  addition  to  the  contracts  for  medical  services,  contracts  for 
hospitalization  have  also  been  operative.  Drumheller  Municipal 
Hospital  has  agreements  for  hospitalization  with  some  1,350  em¬ 
ployees  of  twelve  mines  in  that  area.  The  cost  to  the  employee  is 
$1.00  a  month,  for  which  the  hospital  provides  accommodation  for 
a  man  and  members  of  his  family  when  ill.  Fees  for  the  operating 
room  are  additional,  $2.00  for  minor  operations,  $5.00  for  major 
operations.  X-rays  are  extra  at  the  regular  rates.  The  agreement 
can  be  terminated  by  either  party  on  six  months’  notice. 

III. — THE  APPLICATION  TO  ALBERTA. 

The  development  of  any  system  of  state  medical  service  in 
Alberta  has  to  meet  different  problems  in  the  urban  and  rural  areas. 
In  the  urban  areas  population  is  compact,  doctors  plentiful,  hos¬ 
pital  and  nursing  service  adequate  and  easily  available,  but  the 
rural  areas,  containing  GO  per  cent,  of  the  population  of  the  prov¬ 
ince,  present  a  different  problem.  Population  is  scattered,  doctors 
iewer,  hospitals  distant  and  trained  nursing  service  lacking.  The 
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two  situations  present  different  problems  which  require  a  different 
arrangement  of  services  for  their  solution. 

The  TJrban  Areas. — In  these  are  included  cities,  towns  and  non- 
incorporated  areas  of  denser  population,  such  as  the  mining  areas 
of  Drumheller  and  Crow’s  Nest  Pass.  These  areas  contain  40  per 
cent,  of  the  population  of  the  province.  They  have  adequate 
doctors,  hospitals  and  nursing  service.  In  most,  special  services 
and  dispensaries  are  available. 


1. — Health  Insurance. 


In  these  areas  a  system  of  compulsory  health  insurance  similar 
to  that  considered  for  British  Columbia  would  be  feasible.  This 
scheme  would  cover  not  only  most  classes  of  wage-earners,  as  under 
workmen’s  compensation,  but  all  salaried  persons  below  a  certain 
income  level,  and  voluntary  contributors  if  desired. 

The  administration  should  be  placed  in  the  hands  of  a  board 
similar  to,  or  a  branch  of,  the  Workmen’s  Compensation  Board. 
Doctors  and  specialists  would  serve  under  this  board  as  for  work¬ 
men’s  compensation.  Free  choice  of  doctor  and  freedom  to  change 
doctors  is  thus  available  to  insured  persons. 

The  services  provided  would  include  (1)  medical  benefits,  in¬ 
cluding  medical,  surgical,  specialist,  dental  and  hospital  treatment, 
and  the  necessary  transportation,  nursing  medicines  and  appli¬ 
ances  in  cases  of  sickness;  (2)  maternity  benefit  for  insured  women 
or  wives  of  insured  workmen;  (3)  if  desirable,  a  cash  sickness 
benefit. 


The  cost  is  estimated  on  the  basis  of  the  present  cost  of  medical 
service  to  the  Workmen’s  Compensation  Board.  The  period  of 
sickness  has  been  found  to  average  about  7  days  per  man  per  year. 
This  is  about  three  times  the  amount  of  time  lost  from  industrial 
accidents.  In  the  case  of  sickness  benefits  (cash)  benefit  is  allowed 
after  a  waiting  period  of  three  days.  The  total  cost  of  the  scheme 
is  borne  by  employer,  employee  and  the  province  in  the  ratio  of 


employer  2/5,  employee  2/5. 


province 


1/5. 


(a)  Medical  Care. 

Workmen’s  Compensation  Board  figures  show  that  for  accident 
cases,  medical  care  is  provided  for  57,000  workers  at  a  cost  of 
$174,380,  or  $3.10  per  person. 

Time  lost  through  sickness  is  three  times  amount  of  time  lost 
through  accidents: — 

Allow  85,000  wage-earners 
85,000  dependents 


170,000  persons  x  3  x  3.10=  $1,580,000 

Cost  of  providing  medical  care  for  workers  and  de-  ^  ^  0Q() 

Employers’  share  (2/5)  . .  6o0,00 

Province’s  share  (1/5),  plus  admin- 

istration  . .  ^zu>uuu 

$1,5,80,000 

Cost  to  workman  is  $7.50  per  man  per  year. 
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(b)  Sickness  Benefi.t 

Allow  that  85,000  workers  lose  an  average  of  7  days  per  year, 
leceiving  benefit  for  4  days  lost  time  (3-day  waiting  period)  — 


Cost  of  time  lost=340,000  days  @  $3.50=  $1,190,000 

Allow  benefit  of  2/3  average  wage=  795,000 

Workers’  share  (2/5)  . $318,000 

Employers’  share  (2/5)  .  318,000 

Province’s  share  (1/5),  plus  admin¬ 
istration  .  159,000 


$795,000 

Cost  to  workman  is  $3.75  per  man  per  year. 

Summary  of  Cost. 

Allow  2/5  to  employer,  2/5  to  workers,  1/5  to  province — 


Employer.  Employee.  Province.  Total. 

(a)  Medical  care  . $630,000  $630,000  $320,000  $1,580,000 

(b)  Sickness  benefit  (cash)..  318,000  318,000  159,000  795,000 

Total . $948,000  $948,000  $479,000  $2,375,000 


Cost  to  workman  is  $11.25  per  man  per  year. 

Deduction  from  wages  probably  $1.00  per  month. 

2. — Rural  Hospital  Districts. 

The  rural  areas,  due  to  their  scattered  population,  present  a 
different  problem  in  the  treatment  of  sickness.  More  cases  of 
sickness  are  treated  at  home,  requiring  more  doctors*  time  and 
nursing  service.  In  areas  of  scattered  population  the  question  of 
the  doctor’s  transportation  is  often  a  serious  one. 

The  nucleus  for  a  rural  medical  service  exists  in  the  municipal 
hospitals,  of  which  some  20  are  now  operating.  An  analysis  of  the 
present  municipal  hospital  situation  in  the  province  (see  detail  in 
Appendix)  shows  that  the  typical  municipal  hospital  serves  an 
area  of  about  900  square  miles  containing  a  population  of  5,100, 
75  per  cent,  rural.  Forty-six  physicians  practise  in  the  hospital 
districts,  an  average  of  3  per  district.  The  average  number  of 
patients  per  doctor  is  2,200,  but  varies  from  1,200  to  3,800. 

Assuming  that  a  hospital  district  of  about  5,000  population 
could  be  served  by  two  doctors,  and  allowing  $10,000  per  year  for 
their  salaries  (two  at  $5,000,  or  a  senior  and  junior  physician  at 
$0,000  and  $4,000),  medical  service  could  be  supplied  at  a  cost  of 
$2  per  person  per  year.  Where  higher  salaries  are  necessary  or  a 
third  doctor  desirable,  the  cost  would  be  increased,  but  would  not 
exceed  $3.  This,  of  course,  is  for  medical  service  only,  and  does 
not  include  hospitalization. 

There  are,  as  yet,  no  uniform,  comprehensive  figures  available 
showing  the  unit  cost  of  the  municipal  hospitals  in  the  province. 
However,  the  highest  per  acre  tax  is  3  cents,  or  $4.80  per  quarter- 
section.  (This  tax  has  allowed  all  hospitals  to  accumulate  a  sur¬ 
plus.)  Revised  census  figures  for  1926  show  a  rural  population  of 
359,000  on  77,130  farms,  or  an  average  of  4.6  persons  per  farm.  The 
average  farm  is  found  to  be  370  acres.  This  gives  an  average 
population  of  two  persons  per  quarter-section.  The  hospital  cost 
would  then  be  $2.40  per  person  per  year.  (There  is,  of  course,  in 
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addition,  the  regular  resident  ratepayer’s 'charge  of  $1.00  per  day 
for  periods  actually  spent  in  the  hospital.) 

It  thus  appears  possible  that  medical  service,  including  hospital¬ 
ization,  could  be  piovided  at  a  cost  of  $4.50  per  person  per  year  with 
a  probable  maximum  of  $5.50.  I  he  cost  to  an  average  family 
would  thus  be  about  $40  per  year.  This  is  based  on  the  municipal 
hospital  experience  in  Alberta  combined  with  the  municipal  physi¬ 
cian  experience  of  Saskatchewan.  Such  a  program  would  unite 
the  two,  extending  the  use  of  municipal  hospitals  in  Alberta  and 
making  provision  for  the  co-operation  of  municipal  physicians  in 
their  operation. 

Such  a  project  could  be  conducted  on  a  municipal  basis  as  are 
the  municipal  hospitals  at  the  present  time.  The  necessary  funds 
would  be  raised  by  taxation,  all  ratepayers  contributing  equally 
for  health  purposes  and  receiving  equal  treatment  therefrom.  There 
would  be  no  fear  of  doctors’  bills  to  prevent  early  attention  to 
illness — when  treatment  is  most  effective.  Abuse  of  the  privilege 
of  “free”  doctor’s  service  could  be  controlled  by  an  initial  fee  or 
similar  device. 

On  the  doctor’s  side  there  are  advantages.  He  is  freed  from 
the  bother  of  billing  and  collecting  his  fees.  His  income  is  assured 
regardless  of  weather  or  crop.  He  has  no  “dead-heads.”  All 
patients  are  equally  welcome.  All  receive  the  same  degree  of  atten¬ 
tion  ;  to  all  is  available  the  best  service  at  his  command.  He  is 
thus  free  to  devote  his  full  time  to  professional  work,  unhampered 

bv  clerical  duties  or  financial  worries. 

*✓ 

The  two  types  of  medical  service  above  described  have  been 
worked  out  as  most  applicable  to  the  situation  in  Alberta.  Both 
would  provide  prompt,  efficient  medical  care  at  reasonable  cost, 
and,  having  their  bases  in  services  already  operative,  could  be 
established  with  a  minimum  of  new  organization.  They  are  essen¬ 
tially  extensions  of  existing  services,  to  which  the  people  are 
accustomed,  and  which  have  become  adapted  to  the  local  situation 
through  years  of  use. 


IV. — THE  PUBLIC  HEALTH  POINT  OF  VIEW. 

While  neither  of  the  above  schemes  is  phrased  in  terms  of 
public  health  it  is  implied  by  both.  They  are  proposed,  supported 
and  defended  on  the  grounds  that  they  will  promote  public  health. 
Since,  then,  public  health  is  the  ultimate  goal  sought,  it  is  perhaps 
germane  to  briefly  examine  the  proposals  from  the  public  health 
point  of  view. 

In  the  report  of  the  Royal  Commission  on  National  Health 
Insurance  in  Great  Britain,  1926,  the  majority  report  fa\ouis  the 
continuance  of  the  existing  scheme  with  some  minor  changes.  H\o 
of  the  Commissioners,  Sir  Andrew  Duncan  and  Professor  Alexandei 
Gray,  while  supporting  the  majority  report,  make  the  following 

pointed  reservations. 

They  take  issue  with  the  argument  that  expenditure  on  the 
nation’s  health  will  make  it  better  able  to  carry  other  financial 
burdens  “As  our  health  services  are  at  present  organized  we  see 
little  to  support  the  view  that  expenditure  on  health  now  would 
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lead  to  the  diminution  of  the  expenditure  on  health  in  the  future. 
On  the  contrary,  there  are  grounds  for  believing  that  expenditures 
on  health  unless  primarily  directed  to  the  removal  of  the  causes 
of  ill-health  may  tend  to  occasion  a  further  increase  in  such  ex¬ 
penditure.  .  .  .  We  merely  desire  to  point  out  that  the  case  for 
expenditure  on  health  is  not  in  fact  furthered  by  what,  we  are 
convinced,  is  the  fallacious  suggestion  that  expenditure  on  health 
may  indirectly  help  to  rehabilitate  the  finances  of  the  country.’’ 
(The  cost  of  the  British  scheme  was  the  subject  for  very  serious 
consideration  by  the  Commission.) 

“It  is  implicit  in  the  contentions  of  many  witnesses  that  all  medical 
resources  of  the  country  should  be  made  available  for  every  insured 
person,  and  obviously,  in  so  far  as  it  would  prove  to  be  practicable,  the 
desirability  of  giving  effect  to  such  an  ideal  (which  on  general  principles 
need  not  be  restricted  to  medical  resources  nor  to  insured  persons) 
would  be  denied  to  none.  We  are  not  discussing  the  argument  for  the 
widest  possible  extension  of  medical  benefit  or  for  the  extension  of  other 
benefits  in  various  circumstances  of  need  where  such  assistance  may  be 
desirable.  We  are  merely  concerned  to  point  out  that  beyond  a  certain 
point  such  claims  may  become  inconsistent  with  the  arrangements  under 
which  society  is  at  present  created  and  continued.  Even  the  State  can¬ 
not  accept,  since  in  certain  contingencies  it  might  not  be  able  to  meet, 
an  undefined  liability,  and  it  follows  that  in  theory  the  State  can  only 
assume  full  responsibility  for  the  maintenance  of  all  within  its  borders,  if 
simultaneously  there  is  conceded  to  it  a  greater  power  of  control  over  the 
constitution  of  society  from  generation  to  generation  than  has  ever 
before  been  considered  either  desirable  or  practicable.  If  the  State  is  to 
be  a  generally  beneficent  organization,  it  can  only  be  on  the  assumption 
that  it  has  previously  sanctioned  the  existence  of  those  whose  claims  it 
is  bound  to  honour.  For  such  an  assumption  there  is  at  present  no  war¬ 
rant,  and  it  may  be  with  reason  contended  that  unrestrained  freedom  in 
the  individual  to  beget  life,  and  communal  responsibility  for  the  main¬ 
tenance  of  life  are  ultimately  incompatible.  As  before,  we  are  arguing 
neither  for  one  side  nor  the  other;  we  are  merely  concerned  to  point  out 
that  certain  current  ideals  which  have  coloured  much  of  the  evidence  put 
before  us  are  inconsistent  with  the  general  structure  of  society. 

“On  a  review  of  the  evidence  we  cannot  but  feel  that  there  is  con¬ 
siderable  confusion  in  certain  quarters  with  regard  to  the  relation  which 
exists  between  the  care  of  the  individual’s  health  and  the  wider  question 
of  the  promotion  of  the  health  of  the  community.  Obviously  the  medical 
profession  can  give  curative  treatment  to  individuals  alone;  obviously 
also  a  community  in  which  every  individual  is  healthy  will  be  a  healthy 
community.  It  seems  in  consequence  to  be  frequently  assumed  that  by 
merely  attending  to  the  health  of  individuals,  a  healthy  population  will 
finally  emerge.  We  believe  this  to  be  a  profound  error,  and  we  are  glad 
to  be  able  to  cite  the  evidence  of  the  British  Medical  Association  that  the 
organization  of  a  National  Health  Insurance  scheme  (which  primarily 
relies  on  giving  medical  benefit  to  individuals)  is  not  even  probably  the 
best  means  of  utilizing  limited  resources  for  the  promotion  of  national 
health.  We  are  also  glad  to  be  able  to  quote  their  view  that  ‘the  allevia¬ 
tion  or  cure  of  morbid  conditions  when  once  they  have  arisen’  is  rela¬ 
tively  to  other  matters,  a  minor  part  in  the  campaign  of  public  health.  It 
is  perhaps  not  reading  too  much  into  the  evidence  of  the  British  Medical 
Association  to  suggest  that  they  would  not  dissent  from  the  view  that  the 
function  of  the  practising  doctor  in  raising  the  general  health  of  the 
nation  to  a  higher  level  is,  from  a  certain  aspect,  less  important  than  is 
sometimes  assumed.  In  the  case  of  the  large  volume  of  ill-health  which 
is  ultimately  due  to  environment  or  occupation,  the  doctor  may  from  time 
to  time  cure  the  individual.  But  ill-health  will  remain  if  the  causes  of 
ill-health  remain,  and  the  fundamental  problem  here  is  not,  strictly 
speaking,  a  medical  one.  Ultimate  victory  may  come  from  the  sanitary 
side  of  medical  science.  In  other  cases  where  the  individual  is  cured  the 
cause  of  public  health  may,  or  may  not,  be  promoted.  ‘Postponement  of 
the  event  of  death,’  which  is  sometimes  cited  as  proving  an  advance  in 
public  health,  may  in  fact  tend  in  the  opposite  direction.  We  do  not 
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here  refer  to  one  factor,  obvious,  though  frequently  overlooked,  in  which 
medical  attendance,  even  while  improving  the  health  of  the  community, 
must  tend  toward  an  increase  in  the  actual  volume  of  sickness.  Every 
one  who  is  sick  and  recovers  lives  to  be  sick  later  on,  and  prolongation  of 
life  means,  among  other  things,  that  in  the  age  distribution  of  the  popu¬ 
lation,  a  larger  proportion  falls  within  those  groups  which  are  more  ex¬ 
posed  to  the  risk  of  illness.  Without  considering  remoter  consequences, 
‘postponement  of  the  event  of  death’  may  therefore  mean,  in  many  cases 
must  mean,  an  increase  in  the  number  of  illnesses  requiring  medical 
attention. 

“In  this  possible  direct  increase  in  the  volume  of  sickness  there  is, 
however,  nothing  to  cause  perturbation  from  the  point  of  view  of  public 
health,  but  it  is  different  when  we  turn  to  consider  the  possibility  of 
those  remoter  consequences  which  do  in  fact  exist.  Apart  from  occasional 
and  fortuitous  illnesses  which  will  befall  the  healthiest,  and  those  due  to 
environment,  it  is  a  matter  of  common  knowledge  that  a  large  volume  of 
illness  is  due  to  constitutional  predisposition  and  to  a  diminished  power 
of  resistance  which  is  an  alienable  part  of  the  sufferer’s  equipment  for 
life.  There  are  many  of  whom  it  can  be  predicted  even  before  birth 
that  they  will  probably  be  ill  for  the  greater  part  of  such  life  as  may  be 
granted  to  them,  and  perhaps  even  the  nature  of  the  illness  from  which 
they  may  be  expected  to  suffer — unless  in  the  interval  medical  science 
has  made  notable  advances  —  can  be  broadly  foretold.  Clearly  when 
those  who  have  a  lessened  immunity  from  disease  are  enabled,  as  a 
result  of  the  postponement  of  the  event  of  death,  to  leave  behind  them 
heirs  to  their  weaknesses,  the  general  cause  of  public  health  will  in  many 
cases  have  been  frustrated  and  not  promoted  by  the  medical  attention 
which  they  have  received.  In  such  matters  it  is  difficult  to  obtain  strict 
proof  one  way  or  the  other,  but  when  we  are  inclined  to  be  complacent 
over  the  postponement  of  the  event  of  death,  we  should  remember  that 
there  is  at  least  a  prima  facie  possibility  that  over  a  considerable  part  of 
the  field  the  application  of  medical  science — however  immediately  ad¬ 
vantageous  to  the  individual — may  not  in  its  ultimate  results  be  wholly 
free  from  certain  consequences  disadvantageous  to  the  community  at 
large.  It  is  the  honourable  and  charitable  foundation  of  the  medical 
profession  that  suffering,  wherever  it  exists,  is  to  be  relieved;  that  life 
so  long  as  it  may  be,  is  to  be  strengthened  and  continued,  even  if  the 
doctor  may  be  convinced  in  his  mind  that  it  is  being  strengthened  only 
to  meet  years  of  labour  and  sorrow.  Nor  would  anyone  suggest  that  the 
medical  profession  could  properly  do  its  work  on  any  other  basis  than 
that  of  regarding  the  health  and  the  recovery  of  each  patient  as  being  at 
the  moment  the  one  supreme  and  only  consideration.  Yet  cleaily  there 
may  be,  as  things  are  at  present;  a  possibility  of  conflict  between  the 
ultimate  ideals  of  the  medical  profession,  which  regards  every  individual 
life  as  alike  of  supreme  importance,  and  the  remoter  interests  of  the 
community  which  in  retrospect  may  not  be  able  to  take  so  impartial  a 
view;  for  while  it  is  the  aim  and  object  of  medical  attendance  to  strive 
to  the  uttermost  to  keep  alive  even  the  most  unfit,  it  may  incidentally, 
and  as  a  consequence,  give  these  the  opportunity  of  continuing  the  1 
in  the  next  generation.  It  would  be  well  to  realize  that  this  is  a  foit 
which  is  certainly  operative  to  some  extent,  and  may  be  opeiative  to  a 
considerable  extent,  and  in  so  far  as  it  is  operative,  and l  ^idess  ' c™nte  j 
acted  by  other  influences  (as  it  might  be,  e.g.,  by  the  advjnceof  medical 
science),  it  will  tend  to  a  continual  worsening  of  the  health  of  the ^  popu 
lation  2-enerallv  and  a  continually  increasing  dram  foi  health  sei vices. 

“ "S  attaching  little  importance  to  the  'worthy  of 

of  many  partial  explanations,  it  is  perhaps  sign  characterised  bv 

parenthetical  observation  that  recent  yeais  ,  benefit  (3)  an 

(1)  a  falling  death-rate,  (2)  an  increase  of  disablement  benefit,  (6) 

increase  in  the  frequency  of  prescriptions.  achieved  by  the 

“Although  notable  results  have  bee?,  ^  rajse’  doubts  as  to  the 
machinery  now  in  operation,  these  c  measure  of  ultimate 

possibility,  on  present  lines,  of  The  overlapping  of  our 

success  as  some  consider  capable  of  between  their  efforts  have 

health  authorities  and  the  lack  o  co-oi  < much  constructive  thought  has 
been  the  subject  of  much  criticism  and l  much f  con  give  8  which 

been  directed  towards  the  creation  of  the  perfect 
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shall  assert  an  effective  leadership  in  the  re-establishment  of  the  public 
health.  Doubtless  these  criticisms  are  justified,  and  such  suggestions  as 
have  been  made  are  all  to  the  good  and,  if  adopted,  will  promote  economy 
and  administrative  efficiency.  Yet  we  cannot  help  feeling  that  the  mere 
manipulation  of  local  government  machinery,  important  as  it  may  be, 
may  not  in  itself  take  us  as  far  as  is  sometimes  suggested. 

“On  a  review  of  the  public  machinery  for  promoting  health,  the 
conclusion  is  forced  on  us  that  the  entrance  by  which  a  not  inconsider¬ 
able  part  of  illness  finds  its  way  into  the  community  is  seldom  even 
discussed,  and  further  that  the  increasing  excellence  of  our  medical 
machinery  may  enable  an  enlarged  volume  of  sickness  to  enter  by  this 
doorway. 

“Apart  from  emphasising  the  time-honoured  truth  that  it  is  better  to 
prevent  the  existence  of  disease  than  to  cure  it  when  it  has  emerged, 
we  do  not,  however,  think  that  the  time  is  appropriate  even  for  an 
adumbration  of  the  practical  conclusions  to  which  these  considerations 
might  lead.  The  problem,  which  should  not  be  impracticable  of  solution, 
is  to  devise  a  method  whereby  society,  while  guaranteeing  to  every  in¬ 
dividual  the  opportunity  of  a  reasonably  complete  life,  shall  yet  be  able 
to  protect  itself  against  the  infusion  of  elements  calculated  to  be  a  source 
of  weakness.  So  far  from  the  conjoint  attainment  of  these  two  ends 
being  impracticable,  it  may  be  suggested  that  the  first  and  more  visionary 
is  possible  of  achievement  only  on  condition  that  the  second  and  less 
popular  is  in  some  measure  realized.  We  have  ventured  to  submit  these 
observations,  not  with  the  object  of  making  concrete  suggestions,  but 
rather  in  order  to  discourage  an  easy  and  prevalent  optimism,  which 
lightly  overleaps  the  limits  of  the  practicable  and  attainable,  and  also  in 
the  hope  that  those  who  are  impressed  by  the  inadequacy  of  our  national 
efforts  on  the  health  side  may  be  led  to  seek  for  a  deeper  cause  and  so 
prepare  the  way  for  a  more  fruitful  discussion  of  these  matters. ” 


The  points  raised  by  these  Commissioners  are  quoted  at  length 
because  of  their  cogent  argument  and  their  direct  bearing  on  the 
present  situation  in  Alberta.  The  great  gains  in  public  health  dur¬ 
ing  recent  decades  have  been  due  to  the  application  of  the  principle 
of  preventive  medicine — the  actual  'prevention  of  disease.  The 
present  inquiries  are  interested  in  the  alleviation  of  existing  disease 
— ‘the  relief  of  morbid  conditions"1 — which,  while  desirable  for  its 
own  sake,  is  of  limited  value  as  a  public  health  measure.  In  any 
program  of  enlarged  public  health  activity  a  state  would  do 
wisely  to  exert  its  energies  on  those  measures  of  prevention  which, 
while  perhaps  not  so  immediate  or  popular,  eventually  result  in 
the  largest  measure  of  health  to  all  the  people. 
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The  Medical  Service  of  the  Endicott-Johnson  Corporation. 

An  interesting  example  of  possibilities  in  this  field  is  the  medical 
and  health  service  of  the  Endicott-Johnson  Corporation,  whose 
10,000  men  with  their  families  make  up  a  large  part  of  the  popula¬ 
tion  of  two  towns  and  one  city  in  New  York  State.  At  first,  a 
physician  and  a  surgeon  were  employed  to  render  first-aid  treatment 
in  the  plant  for  industrial  accidents;  attention  was  given  later  to 
disorders  not  of  industrial  origin ;  it  was  only  a  step  farther  for  the 
worker  to  ask  permission  to  bring  wife  or  child  to  the  company 
physician.  Then  a  small  dispensary  was  established,  and  subse¬ 
quently  the  physician  began  attending  the  sick  in  their  homes.  The 
results  of  this  expansion  of  medical  service,  states  a  report,  “were 
so  beneficial  to  the  workers  and  to  the  company  that  it  has  grown 
continuously,  taking  on  an  increased  staff  of  physicians  and  special¬ 
ists  until  at  the  present  time  the  medical  department  is  endeavour¬ 
ing  to  meet  and  treat  any  and  every  medical  condition  that  may 
arise  from  infancy  to  old  age.” 

The  medical  department  now  consists  of  a  staff  of  27  whole¬ 
time  physicians  (including  1  general  surgeon,  1  refractionist,  2 
nose  and  throat  specialists,  and  1  pediatrician),  3  whole-time  dent¬ 
ists,  2  pharmacists,  1  masseur,  1  X-ray  technician,  and  51  trained 
nurses,  together  with  necessary  clerical  and  technical  attendants. 
Each  of  the  three  towns  has  its  own  medical  center  with  a  general 
office,  and  in  addition  a  hospital  for  maternity  cases.  Another 
building  is  equipped  especially  for  tonsillectomies  and  other  nose 
and  throat  work,  and  an  isolation  hospital  is  in  readiness  for  any 
possible  cases  of  anthrax.  Each  office  maintains  a  dental  depart¬ 
ment  also.  Two  have  chemical  and  bacteriological  laboratories. 
A  convalescent  home  in  the  country,  with  a  trained  nurse,  where 
women  and  girls  recovering  from  a  sickness  or  an  operation  may 
go  for  a  few  weeks  or  months,  has  been  in  operation  for  five  years 
or  more,  and  is  constantly  filled  to  capacity.  A  similar  institution 
has  been  established  for  men.  A  recreation  department  with  a 
director,  who  has  charge  of  ball-grounds,  swimming  pools,  and 
playgrounds,  and  various  welfare  activities,  including  the  operation 
of  restaurants  serving  suitable  meals  at  low  cost,  doubtless  con¬ 
tributes  definitelv  to  the  health  of  those  who  take  advantage  of 

%J  CD 

them. 

An  applicant  for  work  is  given  a  physical  examination  and,  if 
free  from  serious  defects,  is  recommended  for  employment.  He  is 
given  a  pamphlet  describing  the  medical  service  to  which  he  is 
entitled,  and  after  six  months  is  re-examined.  One  or  more  physi¬ 
cians  are  constantly  on  duty  at  the  medical  center.  In  addition 
calls  are  made  at  the  home  of  a  worker  whenever  any  member  of 
his  family  is  too  sick  to  call  at  tlie  center.  Medicines  and  appliances 
are  furnished  without  cost,  as  are  also  dental  examinations,  treat¬ 
ments,  fillings,  and  general  prophylactic  work.  Only  gold  work 
and  the  restoration  of  lost  teeth  are  not  attempted,  the  patient  being 
referred  for  such  work  to  his  private  dentist.  Expectant  mothers 
are  urged  to  place  themselves  early  under  the  care  of  the  company 
physicians,  and  an  average  stay  of  about  two  weeks  is  made  in  the 
maternity  hospital,  where  each  new  baby  is  presented  with  its  first 
pair  of  shoes,  with  the  compliments  and  best  wishes  of  the  company. 
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The  company  s  maternity  service  was  utilized  in  1922  by  more 
than  800  women.  An  afternoon  each  week  is  reserved  for 'a  well- 
baby  clinic,  where  examinations  and  instruction  as  to  care  and 
feeding  aie  given,  4  his  feature  has  been  enthusiasticallv  received 
by  mothers,  and,  as  a  result,  there  are  fewer  sick  babies  than 
formerly.  Tonsillectomies  are  performed  five  mornings  each  week. 
Especial  attention  is  given  to  tuberculous  persons.  Employees  de¬ 
veloping  syphilis  are  not  dismissed,  but  an  attempt  is  made  to  cure 
them  instead. 

During  the  year  1922,  patients  made  90,000  calls  at  the  medical 
centeis.  In  addition,  staff  physicians  made  75,000  visits  to  homes, 
and  visiting  nurses  about  15,000.  Major  operations  performed 
during  the  year  numbered  281,  and  there  were  a  large  number  of 
minor  ones.  Approximately  800  tonsillectomies  were  performed, 
and  this  feature  of  the  work  was  increasing.  About  70  tuberculous 
patients,  in  the  summer  of  1923,  were  under  treatment  at  the  expense 
of  the  company,  and  the  year  before  200  syphilitic  persons  were 
being  treated. 

The  cost  of  the  service  in  1922  was,  in  round  numbers,  as  follows: 


Salaries  of  doctors,  nurses  and  attendants  .  $198,500 

Drugs  and  supplies  .  55,000 

Upkeep  of  autos  and  buildings  .  25,000 

Outside  nurses,  doctors,  hospitals  and  sanatoria..  120,000 


This  may  be  expensive  service,  but  apparently  it  pays.  Says  a 
recent  report: 

“We  have  a  family  of  happy,  contented  workers.  They  are  receiving 
adequate  medical  care  from  doctors  interested  in  their  welfare  and  not 
influenced  by  financial  considerations;  they  are  not  forced  to  consult 
quacks  or  to  purchase  medical  nostrums;  they  are  not  impoverished  by 
the  advent  of  illness;  they  are  not  a  burden  on  the  charitable  institutions 
of  the  community.  They  are  therefore  able  to  produce  more  finished 
material  per  worker  than  any  similar  group;  they  are  so  satisfied  with 
working  conditions  that  a  very  low  labour  turnover  prevails;  and  they 
have  had  no  quarrels  with  their  employer  since  the  business  was  estab¬ 
lished.  ” 

The  $400,000  expended  yearly  by  the  Endicott- Johnson  Cor¬ 
poration  provides  medical  service  for  10,000  workers  and  their 
families.  But  $400,000  divided  among  16,000  workers  is  only  $25 
per  worker  per  year.  It  is  becoming  increasingly  evident  that  the 
diseases  which  affect  the  efficiency  of  the  worker  in  industry  are 
not  due  to  the  hazards  of  any  particular  industry,  but  to  factory 
emnlovment  pev  se.  The  cost  of  keeping  the  worker  healthy  and 
providing  for  his  prompt  return  to  industry  after  he  has  been  ill 
may,  therefore,  come  to  be  considered  a  legitimate  charge  upon 
production.  In  this  company,  this  cost  in  1922  was  only  D/4  cents 
per  pair  of  shoes. 

Health  Service  in  Small  Plants. 


Among  small  industrial  establishments  medical  service  is  less 
adequate.  According  to  a  report  by  (  .  1  .  McCord,  in  the  Apiil, 
1925,  issue  of  the  American  Journal  of  Public  Health,  less  than  1 
per  cent,  of  plants  employing  fewer  than  500  workers  ha\e  at 
present  adequate  medical  departments.  Such  industi  ies,  he  sug¬ 
gests  may  provide  medical  service  by  the  employment  on  a  whole¬ 
time  basis  of  a  physician  employed  not  only  for  medical  work,  but 
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for  such  other  activities  as  safety  supervision  and  personnel 
work;  or,  if  there  are  several  small  plants  located  close  together, 
they  may  form  an  association  for  the  purpose  of  establishing  a 
dispensary  and  employing  medical  service.  Small  industries  may 
also  be  served  by  bureaus  or  associations  of  industrial  physicians, 
sanitary  engineers,’  statisticians,  and  other  sanitarians. 

An  example  of  such  an  organization  is  the  Industrial  Health 
Conservancy  Laboratories  of  Cincinnati,  which  maintain  a  staff  of 
2  physicians,  4  other  whole-time  persons,  and  20  consultants.  This 
institution  conducts  special  technical  investigations,  gives  advice 
regarding  the  organization  of  medical  service,  and  conducts  medical 
departments.  i\t  the  beginning  of  1926,  it  had  64  clients  in  Cin¬ 
cinnati,  although  only  a  few  of  these  were  receiving  daily  services. 
The  chief  enterprises  of  the  organization  at  that  time  centered 
“about  the  plans  for  the  medical  work  in  the  Union  of  one  large 
industrial  plant  having  approximately  five  thousand  members,  and 
plans  for  the  medical  organization  of  a  large  Brotherhood  having 
about  one  hundred  and  twenty  thousand  members.” 

The  following  letter,  setting  out  the  case  for  State  Medicine,  was 
prepared  for  the  President  of  the  Ohio  State  Medical  Association, 
at  his  request,  by  an  interested  practitioner: 

Columbus,  Ohio,  March  26,  1928. 

L.  L.  Bigelow,  M.D., 

President  Ohio  State  Medical  Association , 

Columbus,  Ohio. 

Dear  Doctor  Bigelow : 

In  your  letter  to  me,  dated  October  22,  1926,  you  expressed  a 
desire  to  know  more  about  the  arguments  in  favour  of  State  Medi¬ 
cine.  At  that  time  I  had  made  no  special  study  of  the  subject  and 
had,  indeed,  assumed  that  it  was  something  undesirable;  but  since 
then  I  have  given  the  subject  a  good  deal  of  attention,  have  had 
considerable  correspondence  and  have  found  out  much  about  con¬ 
ditions  in  other  countries.  There  are  unquestionably  arguments 
pro  and  con,  but  as  you  wished  the  arguments  in  favour  of  it,  I 
will  present  them  as  briefly  as  possible,  and  as  a  sort  of  academic 
proposition. 

As  to  the  coming  of  State  Medicine :  I  can  only  reaffirm  what 
I  have  repeatedly  told  you,  that  I  think  its  coming  is  absolutely 
inevitable,  and  that  it  behooves  us  of  the  profession  to  try  to  direct 
its  advent  in  such  a  way  as  to  produce  the  best  possible  results  for 
the  public  and  the  profession.  To  oppose  it,  I  think,  is  absolutely 
futile,  and  may  interfere  decidedly  with  our  influence  in  directing 
it  in  the  proper  channels.  The  Sheppard-Towner  Bill  became  a 
law  in  spite  of  the  pretty  well  united  opposition  of  the  medical 
profession.  If  the.  leaders  of  the  profession  had  co-operated  with 
the  advocates  of  that  law,  is  it  not  very  certain  that  a  law  would 
have  been  enacted  that  would  not  only  have  been  acceptable  to 
physicians,  but  would  have  been  more  beneficial  to  patients?  In 
his  address  at  the  late  meeting  of  the  Secretaries  of  the  State 
Medical  Association,  Dr.  Fishbein  emphasized  the  importance  of 
careful  consideration  of  conditions  “if  we  are  to  accomplish  any¬ 
thing  in  our  efforts  to  direct  the  trend  of  public  opinion  in  matters 
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of  the  future  of  medicine  as  to  whether  it  is  to  continue  to  be  an 
individualistic  practice  of  medicine  or  social  medicine.” 


State  Medicine. — Thei  matter  of  state  control  of  medicine  must 
ultimately  be  determined  by  what  is  found  to  be  for  the  best  in¬ 
terests  of  the  public.  Selfish  interests  of  the  profession,  collec¬ 
tively  or  individually,  must  yield  to  the  demands  for  the  greatest 
good  of  the  greatest  number.  That  is  a  principle  universally 
accepted  in  law  and  morals. 

In  this  discussion,  by  “State  Medicine”  is  meant  that  form  of  the 
practice  of  medicine  by  which  physicians  are  in  the  employ  of  the 
State,  and  each  physician  is,  in  a  sense,  a  health  officer.  His  pro¬ 
fessional  income  is  entirely  bv  salary,  so  that  he  has  no  worry 
about  collections,  and  he  has  no  financial  interest  in  the  illnesses  of 
his  patients,  or  in  advising  or  executing  operative  procedures.  His 
interests,  in  other  words,  are  identical  with  the  interests  of  his 
patients,  and  the  prevention  of  disease  is,  therefore,  more  important 
with  him  and  his  patients  than  its  treatment. 

Probably  the  ideal  form  of  State  Medicine  would  be  that  in 
which  the  status  of  physicians  would  be  comparable  to  the  status 
of  teachers  in  our  public  schools.  The  state  would  determine  the 
educational  standards  of  medical  colleges,  would  conduct  examina¬ 
tions  to  determine  the  qualifications  of  those  who  wished  to  enter 
the  profession,  and  would  have  general  supervision  of  doctors 
precisely  as  it  does  now  of  teachers.  Salaries  would  be  determined, 
as  with  teachers,  according  to  the  character  of  the  work  required, 
and  with  increased  experience  and  corresponding  responsibilities 
would  be  increased  as  in  our  collegiate  institutions.  Provision 
would  be  made  for  suitable  pensions  when  the  physician  retired  as 
the  result  of  old  age  or  broken  health,  and  arrangements  would  be 
made  for  convenient  vacations,  and  particularly  for  opportunities 
for  post-graduate  work— the  latter,  indeed,  being  insisted  on  as 
absolutely  essential  to  the  public  welfare. 

A  few  months  ago  President  A.  E.  Morgan,  of  Antioch  College, 
Ohio,  addressed  a  meeting  of  physicians  at  which  a  paper  had  been 
read  antagonistic  to  anything  like  State  Medicine.  President  Mor¬ 
gan,  in  his  brief  remarks,  called  attention  to  the  struggle  which  had 
been  made  many  years  ago  to  install  our  public  school  system,  and 
he  said  that  he  hoped  to  live  to  see  the  day  when  the  poorest  child 
in  a  community  could  get  as  good  medical  services  as  that  child  is 
now  able  to  get  in  the  way  of  educational  service.  His  comparison 
seemed  to  be  most  appropriate,  and  his  argument  unanswerable. 


If  one  could  have  access  to  the  discussions  connected  with  the 
adoption  by  our  States  of  our  free  school  system,  probably  very 
much  of  interest  would  be  found,  and  even  amusement.  It  may 
well  be  suspected  that  it  was  a  sample  of  this  discussion  that  ap¬ 
peared  in  the  “World  Tomorrow,”  in  its  issue  of  December,  1927 : 


“GOD  KEEP  US  FROM  FREE  SCHOOLS. 

“Gov.  Berkley  of  Virginia,  in  1675:  ‘I  thank  God  that  we  have  no 
free  schools  nor  printing  presses,  and  I  hope  that  we  shall  not  have  any 
fo?  a  hundred  vears ;  for  learning  has  brought  disobedience,  and  heresy, 
and  sects  into  the  world,  and  printing  has  divulged  them,  and  libelled 
governments.  °  God  keep  us  from  both.’-Robert  Ba.nl,  The  Chr.st.an 
Retrospect  and  Register,  1851. 
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A  half-century  ago  there  was  practically  no  form  of  state  super¬ 
vision  of  medical  practice,  at  least  in  the  United  States.  Any  man 
could  call  himself  a  “doctor”  without  the  slightest  previous  pre¬ 
paration.  Health  officers  were  unknown,  and  district  and  school 
nurses  unthought  of.  Now  every  state  has  its  medical  laws;  some 
of  them  poor  and  inefficient,  to  be  sure,  but  the  worst  infinitely 
better  than  none.  Every  considerable  community  has  its  salaried 
health  officer.  Medical  schools  are  very  largely  under  the  control 
of  state  laws  and  state  supervision.  Clinics  are  in  evidence  all  over 
the  country,  and  special  clinics  for  women  before  and  after  child¬ 
birth,  for  tuberculosis,  cancer,  venereal  diseases,  etc.,  are  coming 
more  and  more  into  favour,  while  state  institutions  for  the  insane, 
the  imbecile,  the  epileptic,  the  deaf,  dumb  and  blind  are  becoming 
almost  universal.  Industrial  commissions  for  occupational  injuries 
and  diseases  are  very  largely  taking  the  place  of  private  organiza¬ 
tions  to  stand  between  the  employer  and  employee.  School  physi¬ 
cians,  school  nurses  and  public  health  nurses  in  general  have  be¬ 
come  recognized  as  valuable  and  almost  necessary  adjuncts,  while 
the  Sheppard-Towner  Bill  is  seeking  the  same  beneficent  end. 
All  of  these  organizations  and  officials  are  apparently  doing  ac¬ 
ceptable  work  along  necessary  lines  and  represent  to  a  greater 
degree  “State  Medicine.” 

It  seems  to  be  a  widespread  custom  for  collegiate  institutions  to 
employ  a  physician  to  care  for  their  students,  without  individual 
charges  to  the  student  for  professional  services.  So  far  as  can  be 
learned,  this  seems  to  work  well  and  greatly  to  the  advantage  of  the 
students,  many  of  whom  for  financial  reasons  would  otherwise  not 
seek  professional  advice.  Writing  of  medical  service  thus  rendered, 
Dr.  Kilgore,  of  San  Francisco  (A.M.A.  Bulletin,  October,  1927), 
writes  as  follows:  “From  personal  knowledge  of  its  working  in  the 
University  of  California,  which  was  a  pioneer  in  this  field,  it  is  my 
conviction  that  the  student  there  receives  better  medical  service 
than  he  would  be  likely  to  select  outside,  and  of  course  earlier 
service  and  more  care  of  minor  ailments  and  more  health  surveys 
without  the  prompting  of  symptoms.  If  Roentgen  rays,  labora¬ 
tory  work  or  specialists’  consultations  are  indicated  he  gets  them, 
in  situations  where  he  would  often  go  without  them  if  private 
fees  had  to  be  paid.’’ 

As  an  illustration  of  the  tendency  of  the  times  toward  State 
Medicine,  take  the  following:  “In  1886  the  first  Board  of  Health 
was  organized  in  Ohio,  with  Dr.  C.  O.  Probst  as  secretary,  with 
desk  room  in  the  office  of  the  Attorney  General  in  the  State  House. 
His  salary  was  $1,600  per  year;  no  assistant  provided.  The  mem¬ 
bers  of  the  Board  were  paid  $5  per  day  and  travelling  expenses 
when  performing  Board  duties.  The  entire  budget  was  limited  to 
$5,000.”  Now,  the  salary  of  the  secretary  (“State  Health  Commis¬ 
sioner")  is  $6,500  per  year,  while  the  budget  is  over  $577,000,  with 
apparently  no  idea  of  its  reduction  in  the  mind  of  any  one.  The 
department  now  occupies  an  entire  floor  of  a  large  business  block 
on  High  Street  and  two  rooms  on  another  floor. 


An  even  more  marked  illustration  of  the  rapid  growth  of  State 
Medicine  appears  in  the  Journal  of  the  A.M.A.  of  January  14, 
1928  (page  110).  We  are  told  that  Los  Angeles  County,  in  Cali¬ 
fornia,  has  appropriations  for  health  and  sanitation 


totalling 
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$3,271,880,  and  the  appropriation  for  charity,  hospitals  and  correc¬ 
tion  was  $12,098,117.  The  comment  on  the  above  is:  “The  trend  of 
preventive  medicine  in  community  life  is  most  significantly  shown 
in  the  astounding  figures  which  have  been  presented.” 


In  view  of  the  eagerness  with  which  these  public  and  salaried 
positions  are  sought  by  physicians,  it  seems  very  evident  that,  so 
far  as  the  rank  and  file  of  the  profession  are  concerned,  such  posi¬ 
tions  are  looked  upon  as  desirable.  The  opposition  seems  to  come, 
so  far  as  it  is  at  all  organized,  from  those  physicians,  chiefly  so- 
called  “specialists,”  who  are  in  a  position,  or  expect  to  reach  a 
position,  in  which  they  can  charge  large  fees  for  mediocre  pro¬ 
fessional  services,  so  that  their  incomes  are  out  of  all  proportion 
to  the  incomes  of  ordinary  physicians,  and  of  other  citizens  of  equal 
intelligence  and  ability  who  have  expended  an  equal  or  correspond¬ 
ing  amount  of  time  and  money  for  their  education.  This  comparison 
applies  particularly  to  professors  in  our  colleges,  clergymen,  judges 
and  other  salaried  men. 


It  is  admitted  by1  all  that  people  of  wealth  have  no  difficulty  in 
getting  the  services  of  first-class  surgeons  and  specialists ;  but  those 
same  people  are  apparently  easy  marks  for  the  fee-splitters,  and 
are  unquestionably  subject  to  very  many  unnecessary  operations, 
even  conceding  that  the  operations  themselves  are  performed  with 
the  best  of  technique.  The  poor,  if  they  go  to  hospitals  where  they 
can  be  used  for  clinical  purposes,  can  also  theoretically  get  first- 
class  attention,  but  very  frequently  their  cases  are  delayed  to  meet 
of  convenience  of  the  surgeon,  and  the  operations  themselves  are 
frequently  turned  over  to  house  doctors,  and  the  after-treatment 
left  almost  entirely  to  those  inexperienced  young  men.  Such  dis¬ 
posal  of  the  poor  may  be  many  times  of  sufficient  advantage  to  the 
young  men  in  training  as  to  justify  the  procedure,  but  very  many 
of  the  lives  thus  endangered  are  of  inestimable  value  to  the  little 
circle  in  which  the  patients  exist. 

With  the  great  middle  class,  which  constitutes  the  backbone  of 
every  community  and  whose  members  in  health  can  live  comfort¬ 
ably"  and  happily,  the  margin  between  income  and  outgo  is  so  nar¬ 
row  that  a  serious  illness  or  a  surgical  operation  becomes  a  calamity, 
financial  recovery  from  which  may  take  years,  or  be  impossible. 
This  is  true  even  if  the  fees  charged  are  those  that  have  been 
ordinarily  fixed;  while  altogether  too  frequently  such  monstrous 
fees  are  charged  as  amount  to  simple  robbery,  several  examples  of 
which  are  given  by  Dr.  M.  L.  Harris,  in  the  Journal  of  the  A.M.A., 
of  November  26,  1927.  Even  childbirth  has  become  attended  by 
fees  so  enormous  as  to  prove  in  many  families  absolutely  piohibiti\e. 
(A  recent  editorial  in  the  Ohio  State  Journal,  of  November  2. 
1927,  calls  attention  to  a  concrete  instance  of  the  hardship  imposed 
upon  a  young  couple  by  a  perfectly  normal  child-birth,  with  e\eiy- 
thing  on  as  economic  a  scale  as  seemed  possible,  at  an  expense  o 

“more  than  $325.”) 

These  middle-class  people  should  not  be  obliged  to  humiliate 
themselves  as  charity  patients,  and  the  public  does  not  for  a  moment 
wish  to  pauperize  them,  but  some  means  must  be  devised,  and  I 
know  of  no  other  than  some  form  of  State  Medicine,  by  which  they 
can  be  decently,  safely  and  honorably  cared  for. 

49 


(Dr.  Harris  mentions  three  specific  instances:  (1)  A  working 
girl,  having  a  mother  to  support,  was  charged  by  the  operator 
SI, 500  for  an  ordinary  easy  appendix  operation.  (2)  A  chief 
surgeon  in  a  hospital  made  an  exploratory  incision  for  cancer  of 
tlie  stomach.  The  patient  died  on  the  table,  but  the  surgeon  at 
once  went  to  the  room  where  his  widow  was  waiting,  but  in  ignor¬ 
ance  of  the  death  of  her  husband,  and  promptly  demanded  $5,000 
for  the  operation.  (3)  A  physician,  on  the  teaching  staff  of  a 
Class  “A”  University,  charged  $300  for  injecting  a  fake  serum 
which  he  claimed  would  cure  the  man's  wife  of  cancer.) 

The  huge  fees  charged  by  specialists  have  resulted  in  an  over¬ 
crowding  .of  the  specialties,  with  still  further  increase  in  fees 
charged,  and  a  corresponding  paucity  of  general  practitioners.  The 
competition  between  these  myopic  specialists  to  secure  “business” 
has  resulted  in  the  shameful  commercialism  of  fee-splitting,  the 
result  of  which  is  that  a  large  number  of  unnecessary  operations 
are  performed,  and  very  many  of  these  by  thoroughly  incompetent 
men;  so  that  with  advancing  fees  and  lessened  skill  the  public  is 
being  ground  between  the  upper  and  nether  millstones. 

Every  physician  who  still  looks  upon  the  practice  of  medicine  as 
a  profession  and  not  a  business,  will  freely,  state  that  some  of  the 
largest  fees  he  has  ever  received  have  been  from  the  poorest  patients, 
who  could  only  pay  with  love  and  gratitude. 

“No  man,  no  profession,  no  science  can  afford  to  barter  with  a  prin¬ 
ciple.  Making  friends  with  the  mammon  of  iniquity  may  be  pursued 
beyond  the  bonds  of  expediency  into  the  fields  of  positive  destruction. ” 
(Editorial,  Illinois  Medical  Journal,  January,  1928.) 


In  the  Literary  Digest  of  December  31,  1927,  page  19,  is  an 
article  showing  what  Ontario  is  doing  for  the  education  of  children 
in  homes  far  from  school  facilities.  The  Government  has  two 
school-houses  on  wheels,  one  for  each  of  two  railway  systems.  Each 
car  makes  a  stop  each  month  of  three  to  six  days  at  six  communi¬ 
ties.  When  the  car  leaves  the  teacher  assigns  a  sufficient  amount 
of  home-work  to  keep  the  children  busy  until  the  car  returns.  Be¬ 
tween  three  and  four  hundred  children  are  thus  being  looked  after, 
and  the  Department  aims  to  secure  a  “good,  sound  education  for 
them.”  A  picture  of  the  interior  of  the  school-house  accompanies 
the  article,  and  the  attitude  of  the  children  with  “their  bulging  eyes 
intent  upon  the  teacher  and  glistening  with  satisfaction  testify 
eloquently  that  they  realize  what  an  opportunity  has  been  opened 
to  them.” 


The  above  shows  what  Canada  is  doing  for  the  education  of  its 
scattered  and  impecunious  school  children.  The  January,  1928, 
issue  of  the  Modern  Hospital,  page  163,  tells  us  that  Canada  is  doing 
practically  the  same  thing  for  its  sick  and  scattered  poor.  The 
statement  is  a  brief  one,  but  a  letter  of  inquiry  to  the  physician 
whose  name  appears  brings  from  him  a  very  full  reply  in  regard 
to  their  “Travelling  Clinic. *’  This  clinic  was  started  three  years 
ago  by  the  Department  of  Health  of  the  Province  of  Alberta,  for 
the  purpose  of  furnishing  a  health  service  to  people  in  outlying 
districts  who  were  financially  unable  to  reach  medical  attention. 
Eor  two  years  the  service  was  rendered  free  of  charge,  but  with 
the  third  year  an  effort  is  being  made  to  make  it  self-supporting  by 
making  a  small  charge  for  operations  to  those  who  are  able  to  pay, 
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with  free  service  to  the  others.  At  first  the  clinics  were  conducted 
in  cars  on  the  railroad,  but  it  was  found  that  better  service  could 
be  rendered  by  motor,  and  three  such  motors  are  now  in  service. 
Each  clinic  has  a  surgeon,  an  assistant  who  acts  as  an  anaesthetist, 
a  dentist  and  three  public  health  nurses.  The  clinic  cars  are  pre¬ 
ceded  by  district  nurses  and  public  announcements,  so  that  every¬ 
thing  is  ready  when  the  car  arrives.  The  nearest  medical  men  in 
the  districts  are  sought  to  co-operate  with  the  clinics.  As  much  of 
the  time  of  those  in  charge  of  the  clinics  was  occupied  in  examin¬ 
ation,  arrangements  are  now  being  made  for  a  car  to  precede  the 
clinic  car  in  such  a  way  as  to  have  the  examinations  made,  notes 
taken  and  everything  ready  for  operative  work  when  the  clinic  car 
arrives.  The  approximate  cost,  of  operating  the  clinic  for  the  five 
and  one-half  months  during  which  it  is  possible  to  use  it  is  $11,000. 
including  salaries,  supplies  and  expenses.  Dr.  R.  T.  Washburn,  of 
the  University  of  Alberta  Hospital,  Edmonton,  Canada,  has  general 
charge  of  these  travelling  clinics,  and  I  am  under  obligations  to 
him  for  the  information  received. 

The  announcement  appears  in  the  A.M.A.  Journal,  of  March 
10th,  1928,  that  the  Canadian  Minister  of  Health  “has  prepared  a 
bill  to  present  to  the  legislature  for  the  definite  establishment  of 
State  Medicine.” 


An  Associated  Press  dispatch  from  Constantinople,  dated 
February  5th,  1928,  indicates  that  even  in  benighted  Turkey  the 
government  recognizes  the  necessity  of  medical  service,  and  as  a 
result  one  hundred  and  fifty  free  clinics  have  just  been  opened  in 
various  parts  of  Anatolia,  “where  medical  science  never  pene¬ 
trated  before,”  and  at  the  same  time  large  numbers  of  superfluous 
drug  stores  in  Constantinople  have  been  ordered  closed  with  the 
expectation  that  their  owners  will  open  in  parts  of  the  country 
where  drug  stores  are  lacking. 

In  May,  1921,  in  three  consecutive  issues  of  the  Journal  of  the 
A.M.A.,  Alfred  Cox,  Medical  Secretary  of  the  British  Medical 
Association,  contributed  a  long  article  describing  the  form  of  State 
Medicine  which  had  shortly  before  been  introduced  in  England 
and  best  known  perhaps  as  the  “Panel  System.”  His  conclusion 
was  that  although  it  had  been  in  existence  too  short  a  time  to  draw 
any  positive  conclusions,  he  was  quite  impressed  with  its  appaient 
advantages.  Afew  months  ago,  through  friends  in  England,  I  took 
this  matter  up,  and  was  assured  by  one  of  the  highest  authorities 
connected  with  the  British  Medical  Association  that  he  was  con¬ 
fident  that  if  the  retention  of  the  Panel  System  or  its  rejection 
were  put  up  to  the  physicians  of  that  country,  its  retention  would 
be  almost  unanimously  supported.  He  could  suggest  certain  minor 
improvements,  but  in  general  the  system  had  worked  well. 

Dr.  Heth,  of  Kitchener,  Ont.,  a  few  years  ago  in  an  address 
delivered  at  St.  Catherines  (New  York  Medical  Journal  and  Record, 
February  5,  1921),  urged  the  nationalization  of  the  medical  pio- 
fession.  He  advocated  placing  doctors  under  Government  saiary 
and  educating  the  public  bv  a  system  ot  lectures  on  hygiene  He 
also  declared  that  about  50  per  cent,  of  the  operations  now  being 
performed  were  unnecessary. 
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In  the  discussion  of  papers  elsewhere  referred  to  (Journal  of 
the  A.M.A.,  December  IT,  1927),  it  developed  that  in  Sweden  the 
law  requires  of  every  doctor  that  he  should  have  had  six  months 
residency  in  a  maternity  before  he  can  be  admitted  to  the  practice 
of  medicine.  The  statistics  as  to  puerperal  mortality  and  mor¬ 
bidity  in  the  different  civilized  countries  of  the  world  seem  to 
have  been  accepted  by  all  except  Dr.  DeLee,  of  Chicago,  who 
questioned  their  accuracy,  though  he  freely  admitted  that  the 
statistics  in  the  United  States  were  capable  of  great  improvement. 
J.  Whitridge  Williams,  Professor  of  Obstetrics  at  Johns  Hopkins, 
made  the  following  observations: 

“There  are  hospitals  and  hospitals,  and  the  good  ones  are  a  blessing 
and  the  poor  ones  a  curse.  It  is  generally  believed  that  the  small  hos¬ 
pital  in  a  rural  community  is  a  sign  of  civilization,  but  I  am  not  sure  that 
it  is  always  a  blessing,  because  it  frequently  means  thatl  physicians  with 
poor  training  undertake  surgical  procedures  for  which  they  are  not 
fitted.  Obstetric  cases  are  brought  to  such  hospitals,  and  in  many 
instances  operations  are  done  which  would  not  have  been  attempted  in 
the  home,  and  which  in  my  experience  are  not  always  for  the  benefit  of 
the  patient.  The  average  person  has  no  conception  of  the  mortality  of 
Cesarean  sections  done  in  the  hospitals  of  small  towns,  where  I  am  sure 
it  averages  more  than  10  per  cent. 

“I  am  not  antagonistic  to  properly  trained  midwives,  but  I  am 
antagonistic  to  the  type  we  possess  in  this  country.  On  the  other  hand, 
if  one  studies  the  statistics,  one  will  find  that  the  midwives  kill  fewer 
women  than  the  physicians.  The  small  towns  where  the  worst  results 
are  obtained,  are  overstocked  with  poor  physicians,  who  believe  that  they 
know  everything  about  obstetrics  and  who  frequently  intervene  on  very 
flimsy  indications.” 

Speaking  of  prenatal  care,  Dr.  Williams  says:  “It  is  only  fair 
to  state  that  it  did  not  originate  with  the  medical  profession,  but 
was  forced  on  it  from  the  outside.” 

Scandinavia  (Norway,  Sweden,  Denmark,  Iceland,  etc.),  with  its 
educated  and  supervised  midwives  delivering  85  per  cent,  of  the 
women,  stands  practically  at  the  top.  (According  to  recent  reports 
from  the  State  Board  of  Health  of  New  Jersey,  the  midwives  of 
that  state  for  several  years  have  had  less  maternal  deaths,  less 
fetal  deaths,  and  less  fetal  deaths  within  one  year  than  the  physi¬ 
cians,  although  handicapped  by  the  fact  that  if  a  midwife  has 
been  in  attendance  in  any  case  and  a  death  follows,  the  death  is 
charged  to  the  midwife  and  not  to  the  physician,  who  has  been 
called  in,  even  if  she  has  not  been  in  the  slightest  degree  respon¬ 
sible  for  the  fatality.) 

Dr.  G.  W.  Haigh,  of  Worcester  Mass.,  a  graduate  of  Harvard 
University  of  1910,  in  a  communication  to  the  Boston  M.  and  S. 
Journal,  published  in  the  issue  of  that  Journal  of  October  20, 
1927,  makes  a  strong  presentation  of  the  present  position  of  the 
practice  of  medicine.  He  suggests  four  possible  solutions,  but  the 
one  which  he  looks  upon  as  the  only  one  available  is  “State 
Medicine” : 

“The  last  is  state  medicine  or  public  medicine — a  free,  complete  ser¬ 
vice  coextensive  with  the  commonwealth.  For  such  the  Medical  Corps  of 
the  Army  and  Navy  offer  suitable  models.  Why  wait  for  such  an  organ¬ 
ization  insidiously  to  evolve  from  the  state  commission  of  public  health 
by  the  extension  and  multiplication  of  its  various  departments?” 

The  health  of  the  general  public  is  one  of  the  prime  objects  of 
statecraft,  and  the  securing  of  such  health  is  the  common  duty  of 
all. 
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The  exorbitant  fees  charged  by  many  specialists  are  simply  dis¬ 
graceful,  and  indicate  an  attitude  little  better  than  that  of  the  high¬ 
wayman  who  demands  “your  money  or  vour  life.”  That  the  Trus- 
tees  of  the  Johns  Hopkins  Hospital,  a  number  of  years  ago,  were 
compelled  to  take  cognizance  of  this  attitude  and  finally  to  forbid 
any  man  on  the  staff  charging  a  fee  of  over  $1,000,  was  certainly  a 
source  of  great  humiliation  to  the  profession  in  general.  The  ra¬ 
pacity  of  some  of  these  men  is  doing  us  irreparable  injury,  but 
within  the  profession  itself  no  one  has  yet  seen  any  evidence  of 
any  attempt  to  curb  that  manifestation  of  rank  commercialism. 

As  indicating  the  feeling  of  the  public  in  regard  to  the  excessive 
cost  of  operations,  one  may  well  cite  a  syndicated  article  by  Burton 
Rascoe,  of  New  York,  published  in  the  Columbus  Dispatch  of 
January  16,  1927.  He  gives  details  of  the  different  charges  for  an 
operation  which  had  been  made  on  one  of  his  children.  The  boy 
was  in  the  hospital  several  weeks  for  an  operation,  and  the  ex¬ 
penses  to  the  father  were  over  $3,000;  and  he  was  assured  by  his 
physician  that  he  was  “getting  out  at  a  minimum  cost.” 

While  the  history  of  medicine  shows  that  in  the  early  ages 
the  compensation  of  the  physician  depended  upon  the  gratitude  and 
generosity  of  the  patient  (with  the  presumption  that  manifestations 
of  gratitude  seldom  appeared  in  cases  of  fatal  issue),  for  many 
generations  his  compensation  has  depended  upon  the  bills  which 
he  renders.  This  method  of  compensation  has  inevitably  produced 
a  direct  antagonism  between  the  financial  interests  of  the  patient 
and  those  of  the  physician;  the  more  protracted  the  illness,  the 
better  for  the  physician,  but  the  worse  for  the  patient;  the  greater 
the  number  of  operations,,  the  better  for  the  surgeon,  but  the  worse 
for  the  patient,  (We  have  been  told  that  in  China  the  physician 
is  paid  during  the  health  of  his  patient,  but  not  during  his  illness. 
With  that  form  of  compensation  the  interest  of  the  physician  in¬ 
duces  him  to  restore  his  patient  to  health  in  the  shortest  possible 
time,  and  thus  the  interests  of  the  patient  and  physician  are 
identical.) 

It  is  an  old  saying  that  “no  man  can  serve  two  masters”;  “Ye 
cannot  serve  God  and  mammon.  "We  know  that  theie  aie  many 
physicians,  particularly  the  traditional  ones  of  the  past,  whose 
first  care  is  for  the  quick  recovery  of  the  patient,  the  fee  being 
second ;  but  in  recent  generations  a  change  has  taken  place,  and  the 
profession  of  medicine,  with  vast  numbers  of  physicians,  has  come 
to  be  merely  a  sordid  “business.”  (“If  your  fee  is  first  with  you  and 
your  work  second,  then  fee  is  your  master,  and  the  loid  of  all  tee, 
who  is  the  devil;  but  if  your  work  is  first  with  you  and  your  fee 
second,  then  work  is  your  master,  and  the  Lord  of  all  work,  who  is 

God.” — John  Ruskin.) 

A  few  months  ago  a  prominent  Columbus  physician,  of  the  old- 
school  type,  related  to  me  an  experience  which  lie  had  recently  had. 
A  trip  to  Europe  had  taken  him  out  of  the  city  for  several  months. 
A  patient  of  his,  of  limited  means,  had  mucous  colitis,  not  senous 
but  occasionally  requiring  treatment.  She  was  taken  with  one  of 
her  spells  during  his  absence,  and  consulted  a  young  physician  ot 
the  new  type,  who  promptly  called  a  number  of  specialists  m 
‘ach  of  whom  gave  her  presumptively  a  thorough  ex- 
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consultation,  ei 


animation,  and  the  final  conclusion  which  was  reached  was  that 
she  had — “mucous  colitis.”  But  the  bills  “for  services  rendered” 
were  large  and  a  great  burden  for  the  patient.  When  her  family 
physician  returned  and  expostulated  mildly  with  the  physician  who 
had  been  responsible  for  this  array  of  “specialists,”  he  was  promptly 
informed  that  he  was  an  old-fashioned  doctor  who  still  looked  upon 
the  practice  of  medicine  as  a  profession  when,  as  a  matter  of  fact, 
it  had  become  a  business. 

A  recent  editorial  in  California  and  Western  Medicine,  of 
December,  1926  (copied  without  comment  editorially  in  the  Illinois 
Medical  Journal  of  September,  1927),  is  devoted  to  State  Medicine, 
and  particularly  to  the  question  as  to  whether  Medicine  shall  be 
placed  in  the  hands  of  the  Government,  like  our  system  of  education. 
“Many  roads  lead  to  State  Medicine.”  The  editor  quotes  freely 
from  a  letter  which  he  had  recently  received  from  a  California 
physician  visiting  in  England,  and  who  writes  about  the  Panel 
System,  which  has  been  in  existence  in  that  country  for  a  number 
of  years.  His  italicized  statement  is  “The  system  is  rapidly  mov¬ 
ing  on  toward  state  medicine.”  The  editorial  speaks  as  follows 
of  State  Medicine : 


“Some  of  our  universities  are  teaching,  practising  and  otherwise  foster¬ 
ing  a  spirit  among  students  that  health  and  illness  are  state  functions 
which  ought  to  be  as  free  and  as  official  as  education  and  served  by  the 
same  or  similar  machinery.  Some  medical  schools  foster  this  spirit  with 
both  free  and  near-free  clinics  for  rich  and  poor.  Being  the  hired  man 
is  a  perfectly  honorable  occupation,  and  many  and  rapidly  increasing 
number  of  physicians  are  so  engaged.  This  in  itself  is  not  the  danger  to 
the  cause  of  medical  and  health  progress,  it  is  one  of  the  trails  that 
astute  promoters  hope  to  see  converted  into  a  highway  that  will  make  of 
medicine  as  complete  a  Government  function  as  education  now  is.  In  any 
event,  we  are  moving  along  that  road,  and'  so  certain  are  some  that  the 
goal  is  in  sight  that  they  are  attempting  legislation  calculated  to  make 
health  and  medicine  subsidiary  to  education,  instead  of  an  independent 
Government  unit  when  the  new  highway  of  universal  compulsory  Govern¬ 
ment  medicine  reaches  Washington.” 


Charles  D.  Lockwood,  of  Pasadena,  Calif.,  for  his  Presidential 
addi  •ess  before  the  Pacific  Coast  Surgical  Association,  February, 
1926,  took  the  subject  of  “The  Surgical  Conscience,”  and  a  consider¬ 
able  portion  of  his  address  is  devoted  to  the  fee-splitting  and 
general  commercialism  that  are  demoralizing  our  profession,  and 
he  speaks  with  regret  of  our  being  no  longer  able  to  boast  of  the 
nobleness  and  sacredness  of  our  calling.  He  quotes,  with  approval, 
Osier’s  statement  to  a  group  of  students  entering  Johns  Hopkins: 
“If  you  look  forward  to  a  lucrative  practice,  go  home.  If  you 
enter  medicine  in  exactly  the  same  spirit  that  the  missionary  leaves 
for  his  foreign  field,  that  is,  believing  that  in  medicine  you  best 
can  use  your  talents  for  your  fellow-iiien,  we  welcome  you.” 


Medical  Service — U.S.  Army  and  Navy. 

Under  the  heading,  “The  Government  Needs  Physicians,”  there 
appears  in  the  Journal  of  the  A.M.A.  of  February  4,  1928,  page 
394,  a  statement  that  there  are  a  number  of  vacancies  for  which  the 
United  States  Government  desires  physicians.  The  announcement 
states  that  the  entrance  salaries  range  from  $2,400  to  $5,200  a 
year,  with  advancement  “depending  on  increased  usefulness  and 
the  occurrence  of  vacancies  in  higher  positions.” 
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A  young  physician  who  enters  the  Army  or  Navy,  or  any  other 
Government  service  requiring  a  physician,  receives  a  salary  of 
$2,696,  or  if  with  dependents,  $3,152.  This  is  the  salary  for  the 
first  three  years  as  First  Lieutenant.  At  the  end  of  three  years 
he  reaches  his  Captaincy,  with  a  salary  of  $3,456  per  year  for  three 
years,  or  $3,912  if  with  dependents.  At  the  end  of  three  years 
salary  is  increased,  and  a  further  increase  at  the  end  of  six  years. 
At  that  time  for  the  next  three  years  the  salary  is  $3,696,  or  $4,152 
with  dependents.  Then  he  receives  his  Majority,  with  a  salary  of 
$4,536,  or  $5,488  with  dependents.  This  is  increased  at  the  end  of 
three  years  with  further  increases  after  three  more  years  to  $4,836, 
or  $5,748  with  dependents.  Two  years  later  with  the  office  of 
Lieutenant-Colonel,  the  salary  is  $5,726,  or  $6,638  with  dependents. 
There  is  another  increase  in  one  year  and  a  further  increase  three 
years  later  to  $6,076,  or  $6,988  with  dependents.  Two  years  later 
Avith  the  office  of  Colonel,  the  salary  is  $6,776,  or  $7,200  with 
dependents.  One  year  later  there  is  a  further  increase  and  three 
years  later  another  increase  with  a  salary  of  $7,176,  but  no  increase 
for  those  with  dependents.  “Subsistence  and  rental  allowance  are 
included  in  the  above  table,  the  latter  being  given  only  when  quar¬ 
ters  in  kind  are  not  provided.”  In  addition  to  the  above,  the 
medical  officer  receives  commissary  privileges,  and  stable,  forage 
and  $12  per  month  if  he  owns  a  horse;  opportunity  for  travel  in 
the  United  States  and  abroad,  with  allowance  of  eight  cents  per 
mile  for  land  travel  and  sea  travel  free;  if  he  moves,  transporta¬ 
tion  for  household  goods  and  horse,  including  family  and  Pullman 
accommodations ;  he  has  thirty  days’  leave  of  absence  with  full  pay 
each  year,  which  he  can  allow  to  accumulate  if  he  wishes  for  four 
years ;  retirement  on  three-fourths  pay  in  case  of  permanent  illness 
or  injury;  he  can  retire  after  thirty  years  on  three-fourths  pay  with 
the  approval  of  the  President;  can  retire  at  his  option  after  forty 
years,  and  is  obliged  to  retire  at  the  age  of  64  on  three-fourths  pay. 
“This  retired  pay  equals  4y2%  on  an  investment  of  $100,000.  Pay¬ 
ment  to  dependents  of  half  a  year’s  pay  at  the  time  of  death. 
Eligibility  for  $3,000  life  insurance,  for  fire  insurance  and  for 
automobile  insurance  at  much  reduced  rates.”  Quarters,  heat  and 
light  are  furnished  free  by  Government  if  available ;  if  no  suitable 
quarters  are  available  a  liberal  allowance  is  made  in  addition  to  the 
above  salary,  more  liberal  allowances  being  made  for  officers 
with  dependents ;  $7,200  per  year  is  the  maximum  allowance,  except 
for  general  officers,  and  this  includes  subsistence  and  rental  of 
quarters.  In  addition  the  medical  department  furnishes  all  sup¬ 
plies  and  up-to-date  books  and  medical  journals,  with  ample  oppor¬ 
tunities  for  further  study  and  with  payment  of  tuition  when  addi¬ 
tional  training  is  taken  in  medical  schools,  without  curtailment  of 
pay  and  allowances. 


Dr.  H.  O.  Reik,  editor  of  the  Journal  of  the  Medical  Society 
of  New  Jersey,  in  his  paper  on  “Free  Clinics”  (A.M.A.  Bulletin, 
March,  1928,  'page  84),  tells  us  that  the  average  annual  income  of 
the  general  physician  is  now  $3,000.  Deduct  from  this  his  office 
and  other  professional  expenses  and  it  at  once  appears  that  the 
pay  of  the  U.S.  Army  medical  officers  is  far  and  away  in  advance 
of  the  net  earnings  of  general  practitioners. 
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To  the  above  statement  of  salaries  it  should  be  added  that 
before  a  medical  officer  can  advance  from  one  grade  to  the  next 
lie  must  pass  an  examination.  If  he  fails  to  pass  that  examination 
he  can  apply  for  a  second  examination  a  year  later,  but  if  he  fails 
to  pass  the  second  examination  he  is  dropped  from  the  service 
with  one  year’s  pay.  In  other  words,  if  he  has  neglected  his  oppor¬ 
tunities  for  study  and  observation  he  is  regarded  as  unable  to 
render  suitable  professional  service  and  is  consequently  dropped. 

It  would  seem  to  be  self-evident  that  such  an  arrangement  under 
State  Medicine  for  all  doctors  would  be  a  distinct  gain  for  the 
public,  and  a  direct  stimulus  to  the  members  of  the  profession. 

The  strongest  point  that  I  know  of  in  favor  of  State  Medicine 
is  that  now  in  vast  portions  of  our  country,  and  rapidly  reaching 
all  sections  of  it,  operations  are  made  by  thoroughly  incompetent 
men.  Very  many  trusted  family  physicians  advise  and  urge  un¬ 
necessary  operations,  and  their  performance  by  incompetent  men, 
because  they  get  a  large  part  of  the  fee  which  the  operator  will 
charge.  Between  incompetent  fee-splitting  operators  on  the  one 
hand  and  dishonest  and  avaricious  family  physicians  on  the  other, 
the  suffering  patient  is  certainly  most  unfortunately  placed.  With 
State  Medicine,  however,  there  would  be  no  temptation  to  make  or 
advise  unnecessary  operations  because  there  would  be  no  fees  at¬ 
tached,  and  no  incompetent  operators  or  specialists  would  exist,  as 
all  would  be  under  direct  supervision  and  inspection  of  their  work, 
as  we  now  have  in  the  surgical  service  of  our  United  States  Army 
and  Navy. 

We  have  had  in  Columbus  a  United  States  Barracks  for  a  great 
many  years,  and  most  of  us  are  quite  familiar  with  the  personnel 
of  the  surgical  staff  connected  with  that  institution.  Personally, 
I  have  been  called  in  consultation  repeatedly  by  members  of  that 
staff,  and  for  several  months  a  number  of  years  ago  I  did  all  the 
major  surgery  in  their  hospital.  During  this  time  I  have  never 
heard  a  word  of  criticism  of  the  medical  men  connected  with  the 
service  at  the  Barracks,  but  they  have  always  seemed  to  be  a  fine 
group  of  men  with  high  ethical  and  professional  ideals. 

An  interesting  letter  appears  in  the  Boston  M.  &  S.  Journal  of 
November  24,  192T,  page  1010,  giving  the  experience  and  observa¬ 
tion  of  a  patient  who  had  been  for  some  time  in  a  United  States 
Veterans’  Hospital.  He  was  entirely  under  “State  Medicine,”  but 
his  experiences  were  certainly  ideal. 

The  demonstration  of  the  cause,  and  hence  of  the  prevention,  of 
yellow  fever  is  due  entirely  to  the  medical  officers  of  the  United 
States  Arinv,  and  hence  to  State  Medicine. 

•s  J 

If  the  public  pays  physicians  employed  by  it  in  the  army,  navy, 
public  health  service,  etc.,  such  salaries  as  are  indicated  above,  it 
would  certainly  not  be  less  liberal  with  physicians  with  whom  it 
came  in  daily  and  intimate  contact  in  the  ordinary  practice  of 
medicine. 

The  apathy  on  the  part  of  the  general  profession  in  regard  to 
attempts  at  curbing  fee-splitting  is  notorious,  and  equally  notorious, 
and  perhaps  for  a  similar  reason,  is  their  lack  of  efforts  to  protect 
the  public  from  incompetent  physicians  in  general,  and  surgeons 
and  other  specialists  in  particular.  It  may  well  be  asked  what  has 
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the  profession  done  in  the  last  twenty- five  years  to  increase  or  even 
retain  the  confidence  of  the  public  in  its  honesty  and  ability. 

The  apparent  hopelessness  of  the  fee-splitting  situation,  so  far 
as  anything  can  be  hoped  for  from  within  the  profession,  seems  to 
be  very  clearly  shown  by  the  “Open  Forum”  on  the  subject  appear¬ 
ing  in  the  New  York  Medical  Journal  and  Record,  of  November 
2nd,  16th,  December  7th,  21st,  1927,  and  January  4th,  1928.  In 
the  same  Journal  of  February  1st,  Robert  T.  Morris  M.D.,  has  a 
contribution  in  which  he  alludes  as  follows  to  specialists  and  fee¬ 
splitting  : 

“Along  with  the  development  of  specialism  has  developed  a  certain 
lack  of  interest  in  the  patient  and  a  commercial  feature  known  as  division 
of  fees.  This  is  held  to  be  reprehensible  by  all  honorable  practitioners, 
because  it  transforms  the  nature  of  interest  in  a  patient,  who  becomes  an 
object  of  prey  rather  than  an  object  of  pity.  Keep  away  from  all  doc¬ 
tors  who  may  be  suspected  of  being  fee-splitters.  A  fee-splitter  may  be 
depended  upon  to  choose  consultants  to  his  personal  advantage  as  dis¬ 
tinguished  from  that  of  the  patient.  In  every  profession  we  have  a 
nobility  group  and  an  expediency  group.  The  nobility  group  in  medicine 
does  not  divide  fees.” 

The  rapid  and  widespread  use  of  the  vice  of  fee-splitting,  as 
shown  by  the  results  of  the  questionnaire  of  the  New  York  Medical 
Journal  and  Record  above  referred  to,  comes  as  a  distinct  shock  to 
the  idealists,  but  can  perhaps  best  be  explained  by  Pope’s  well- 
known  lines: 

“Vice  is  a  monster  of  so  frightful  mien, 

As,  to  be  hated,  needs  but  to  be  seen; 

Let  seen  too  oft,  familiar  with  her  face, 

We  first  endure,  then  pity,  then  embrace.” 


You  and  I,  my  dear  doctor,  know  by  observation  and  bitter 
personal  experience  a  great  deal  about  the  evil  effects  of  fee¬ 
splitting,  and  how  widespread  and  increasing  that  evil  is.  The 
public  would  be  appalled  if  it  knew  what  we  know.  Established 
specialists  in  all  departments,  unless  they  yield  to  the  fee-splitting, 
see  their  practice,  developed  bv  long  years  of  honest  work,  dwindle 
away,  while  I  cannot  conceive  it  possible  for  a  young  man  to  build 
up  any  special  practice  by  honorable  methods. 

You  have  been  in  the  profession  long  enough  to  know  the 
growth  of  the  evil,  though  it  commenced  before  you  graduated,  but 
I  have  lived  long  enough  to  watch  the  whole  process.  As  stated 
elsewhere,  I  see  no  effort  being  made  by  the  general  profession  to 
overcome  the  evil,  and  apparently  the  vast  majority  are  peifectly 
content  to  get  money  by  methods  as  disreputable  ns  those  of  the 
boot-leggers.  ' 

One  of  the  most  unfortunate  features  of  fee-splitting  is  that 
the  fee-splitting  operator  naturally  receives  unstinted  praise  from 
those  who  directly  profit  by  their  diversion  of  patients  to  his  care. 
The  result  is  that  by  their  praising  the  alleged  skill  m  successful 
cases,  and  covering  up  his  failures,  the  operator  develops  v  la 
might  be  called  a  sort  of  “gold  brick  reputation. 

One  of  the  most  deplorable  features  of  the  whole  thing,  however, 
is  that  hospital  interns,  attracted  by  the  large  amount  of  work 
brought  to  fee-splitting  operators,  are  readily  seduced  because  of 
the  financial  reward  so  that  they  too,  almost  without  exception, 
become  converts  to  the  same  unethical  procedure. 
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The  old  spirit  of  altruism  dominated  the  medical  profession  for 
ages,  but  after  waning  for  many  years  seems  to  be  rapidly  disap¬ 
pearing;  and  one  wonders  whether  the  last  verse  of  Lowell’s  poem, 
“Extreme  Unction,”  will  soon  be  applicable  to  the  temple  of 
Aesculapius : 


“0  glorious  Youth,  that  once  wast  mine! 

O  high  Ideal!  all  in  vain 
Ye  enter  at  this  ruined  shrine 

Whence  worship  ne’er  shall  rise  again; 
The  bat  and  owl  inhabit  here, 

The  snake  nests  in  the  altar-stone, 

The  sacred  vessels  moulder  near, 

The  image  of  the  God  is  gone.” 


All  physicians  who  are  interested  in  the  future  of  medicine 
should  read  the  article  on  “The  Physician  of  the  Future,”  by  Dr. 
George  S.  Emerson,  of  New  Hampshire,  as  it  appears  in  the  New 
England  Journal  of  Medicine,  March  1,  1928.  Dr.  Emerson’s 
article  is  devoted  to  showing  how  the  efforts  of  preventive  medi¬ 
cine  are  rapidly  diminishing  the  work  of  the  physician  in  curing 
diseases,  and  that  some  other  method  of  compensation  must  be 
devised  instead  of  collection  of  fees.  His  paper  is  certainly  a  strong 
argument,  though  not  so  intended,  for  State  Medicine. 

Many  public  offices  which  were  formerly  supported  by  fees 
have  long  since,  in  intelligent  communities  at  least,  been  put  upon 
a  salary  basis  with  marked  benefit  to  the  public  and  apparently 
with  no  diminution  of  efficiency.  Physicians  are  examined  as  to 
their  qualifications  by  the  public,  are  licensed  by  the  public,  and  are 
in  a  broad  sense  public  officials;  why  would  not  their  offices  be 
conducted  as  efficiently  if  put  on  a  salaried  basis?  Every  physi¬ 
cian  who  is  opposed  to  State  Medicine  should  read  Bernard  Shaw’s 
“The  Doctor’s  Dilemma,”  particularly  the  preface. 

The  specialists,  however,  who  from  all  reports  seem  to  be 
chiefly  responsible  for  the  inauguration  of  the  fee-splitting  evil, 
and  who  are  apparently  most  active  in  opposing  anything  like  State 
Medicine,  should  read  their  “King  Lear” : 

‘‘The  gods  are  just,  and  of  our  pleasant  vices 
Make  instruments  to  scourge  us.” 


Under  proper  medical  supervision,  manufacturers  would  be 
unable  to  foist  worthless  products  upon  the  profession  by  any  pro¬ 
cess  of  advertising  propaganda,'  and  enthusiastic  physicians  would 
be  obliged  to  submit  their  “discoveries”  to  a  proper  board  before 
they  could  publish  to  the  profession.  We  would  thus  be  relieved  of 
the  burdens  of  absurdities  which  we  now  carry.  The  history  of  our 
profession  would  not  be  loaded  down  with  Perkin’s  tractors,  Mes¬ 
merism,  Archbishop  Berkely’s  Tar  Water,  the  fantasies  of  homeo¬ 
pathy,  or  to  come  down  to  more  recent  times,  Marmorek’s  serum, 
the  Woodbridge  treatment  for  typhoid  fever,  the  Abrams  absurdi¬ 
ties,  and  scores  and  scores  of  other  imbecilities,  while  great  limita¬ 
tions  would  have  been  placed  on  the  alleged  value  of  certain  theories 
which  resulted  in  such  massacres  as  we  have  experienced  of  tonsils 
and  teeth.  Instead  of  which  we  would  have  such  careful  prelim¬ 
inary  study  of  new  drugs  as  was  given  to  Insulin  which,  for  several 
years  before  its  distribution  to  the  profession  at  large,  was  thor¬ 
oughly  studied  by  a  limited  number  of  carefully  selected  internists. 
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Such  a  study  should  unquestionably  have  preceded  the  advent  of 
blood  transfusion,  which  is  now  being  recognized  as  of  great  value. 
but  only  in  a  very  limited  number  of  conditions. 

In  an  address  by  Llewellyn  F.  Barker,  M.D.,  of  Baltimore,  be¬ 
fore  the  Maryland  State  Dental  Association  (Dental  Cosmos,  Janu¬ 
ary,  1927),  he  speaks  of  the  great  lengths  to  which  the  idea  of 
local  infection  has  been  pushed,  particularly  in  the  way  of  removal 
of  teeth  and  tonsils,  and  he  deplores  “the  lamentable  tendency  in 
this  country  to  push  ideas  and  practices  to  extremes.”  He  quotes 
with  approval,  therefore,  the  somewhat  facetious  comment  of  Dr. 
Charles  K.  Mills,  the  noted  Philadelphia  neurologist  :  “If  the  craze 
for  violent  removal  goes  on,  it  will  come  to  pass  that  we  shall  have 
a  gutless,  glandless,  toothless  race,. and  that  we  may  have,  thanks 
to  false  psychology  and1  surgery,  also  a  witless  race.”  Dr.  Barker 
calls  for  “accurate,  painstaking  researches  conducted  by  persons 
competent  to  make  them,  as  contrasted  with  the  vagaries  of  what 
may  well  be  called  pseudo-research.’"  He  speaks  of  the  field  of 
research  as  being  “accessible  to  the  activities  of  the  ignorant,  the 
misled,  the  over-enthusiastic  and  the  pretentious."  He  adds:  “The 
situation  is  a  serious  one,  for  eager  patients  have  frequently  been 
duped  by  promising  proffers  of  therapeutic  measures  that  have  a  11- 
too-often  led  only  to  disappointment  and  disillusionment."  His 
final  conclusion  is  that  “investigative  work,  to  be  of  value,  should  be 
well  devised,  slowly  and  painstakingly  conducted  by  workers  who 
are  competent,  and  rigorously  controlled  by  those  who  have  a  right 
to  be  regarded  as  authoritative  persons  in  the  domains  in  which  the 
researches  deal”;  and  he  urges  writers  to  submit  “problems,  methods, 
findings  and  interpretations  to  competent  authorities  for  approval 
before  rushing  into  print  with  them.” 

“State  Medicine”  would  automatically  conduct  only  “painstak¬ 
ing  researches,”  and  would  officially  publish  only  such  articles  as 
had  been  approved  by  “competent  authorities.” 


Blanket  criticisms  have  been  offered  as  to  conditions  in  some 
countries  in  which  some  form  of  State  Medicine  has  been  adopted, 
but  details  are  always  lacking,  and  what  faults  there  are  could 
probably  have  been  obviated  or  corrected  by  proper  co-operation 
by  the  leaders  of  the  profession. 

For  many  years  there  has  been,  and  to  a  certain  extent  it  still 
exists,  a  direct  antagonism  between  employers  and  employees;  but 
our  large  corporations  have  learned  that  the  best  results  are  ob¬ 
tained  when  there  is  a  community  of  interests,  and  wherever  such 
community  of  interests  can  be  obtained  all  efforts  are  being  bent  to 
secure  it,  so  that  at  the  present  time  many  of  these  organizations 
boast  of  the  number  of  employees  who  are  stockholders,  and  special 
arrangements  are  made  by  them  to  enable  their  employees  to  secure 
such  holdings.  Is  it  not  self-evident  that  it  is  much  more  important 
to  have  an  absolute  community  of  interests  between  doctors  and 

patients? 
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NOW 

Under  Present  Methods: 

1.  There  are  in  the  United 
States  about  150,000  real  physi¬ 
cians,  and  many  other  so-called 
“doctors”  who  greatly  hinder 
medicine  from  doing  its  best  and 
its  honorable  exponents  from  re¬ 
ceiving  for  their  services  a  proper 
pecuniary  reward. 

2.  In  many  towns  there  are 
many  more  doctors  than  are  need¬ 
ed,  while  in  many  rural  communi¬ 
ties  there  is  no  resident  medical 
service  whatever. 


3.  Medicine  makes  progress, 
but  only  in  spite  of  great  obstacles. 


4.  Research  work  is  now  done 
largely  by  business  enterprises  and 
in  endowed  institutions.  Commer¬ 
cial  profit  has  caused  many  ques¬ 
tionable  innovations  to  be  foisted 
upon  the  profession. 


5.  All  kinds  of  false  theories 
are  promulgated  for  money  gain. 
The  profession  and  the  public  are 
constantly  exploited  in  this  way. 


6.  Doctors  in  general  are  poor¬ 
ly  paid.  Their  incomes  are  from 
fees  irregularly  collected,  and  the 
financial  side  of  their  work  is 
constantly  interfering  with  the 
professional  side.  Most  of  them 
are  greatly  worried  as  to  the  fu¬ 
ture  of  themselves  and  families  in 
case  of  such  ill-health  as  would 
necessitate  giving  up  their  profes¬ 
sion. 

7.  Few  people  live  properly. 


THEN 

Under  “State  Medicine”: 

There  will  be  only  as  many  phy¬ 
sicians,  nurses,  druggists,  mas¬ 
seurs,  etc.,  as  needed  to  do  the 
work  well.  There  will  be  no 
“schools”  of  medicine,  cults  or 
“isms.” 


Like  the  postal  service*  the 
health  service  will  reach  every 
family  in  the  nation.  Every  com¬ 
munity  will  be  a  part  of  some 
health  district,  served  by  all  that 
medical  science  has  to  offer. 

Medicine  will  make  greater  and 
more  rapid  progress  when  collec¬ 
tively  organized;  organization  will 
eliminate  obstacles. 

Research  work  will  be  a  part  of 
the  National  Health  Service.  Its 
only  motive  will  be  to  discover 
new  truths  and  to  enhance  the 
success  of  the  department;  there 
will  be  no  money  profit.  The 
“Bureau  of  Standards”  at  Wash¬ 
ington  is  an  illustration. 

All  new  ideas  will  be  tested,  and 
if  found  of  value  will  be  added  to 
medical  science.  The  inventor 
will  be  rewarded,  of  course;  but 
there  will  be  no  swollen  fortunes 
reaped  by  either  true  or  false  in¬ 
novations. 

Doctors  will  be  paid  liberal  sal¬ 
aries;  they  will  do  their  very  best 
to  hold  their  places  and  to  secure 
advancement  in  the  service.  The 
economic  side  of  their  work  will 
have  no  bearing  whatever.  In  ill- 
health  they  will  be  sure  of  a  pen¬ 
sion,  and  will  thus  be  relieved  of 
that  source  of  anxiety. 


People  will  be  taught  to  care  for 
their  bodies,  through  a  real  health 
service. 


and 
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8.  “People  are  not  anxious  to 
consult  their  family  physician,  ex¬ 
cept  in  the  presence  of  a  tangible 
condition,  such  as  pain  or  incapa¬ 
city  of  some  kind.”  (Dr.  Overton, 
A.M.A.  Bulletin,  May,  1927.) 

“I  should  say  that  the  main  de¬ 
fect  in  periodic  health  examina¬ 
tions,  as  they  are  conducted  to¬ 
day,  lies  in  the  fact  that  the  exam¬ 
ining  physician  is  still  more  inter¬ 
ested  in  advanced  symptoms  of 
manifest  disease  than  in  those  les¬ 
ser  disorders  of  function  which 
call  not  for  curative  treatment, 
but  for  prophylaxis.”  (J.  R.  Earp, 
M.D.,  Journal  A.M.A.,  Feb.  4, 
1928.) 

9.  Consultations  with  specialists 
are  so  expensive,  and  so  frequently 
result  in  the  referring  practitioner 
losing  the  patient,  that  consulta¬ 
tions  are  usually  too  long  deferred. 


10.  The  medical  profession 
thinks  the  rich  and  well-to-do 
should  pay  for  services  rendered 
the  poor;  but  people  of  means  re¬ 
sent  being  penalized  in  this  way, 
and  no  other  vocation  does  it. 

11.  Millions  are  spent  yearly  for 
self  and  counter-prescribed  medi¬ 
cines.  The  physician  is  called  as 
a  last  resort. 

12.  Doctors  are  competitors  of 
each  other.  While  they  are  sup¬ 
posed  to  be  guided  by  a  code  of 
ethics,  economic  pressure  often 
makes  this  code  impossible,  and 
many  resort  to  all  the  chicanery 
of  petty  “business.” 

13.  Medical  ethics  are  very  lar¬ 
gely  a  farce  today  for  well-known 
reasons. 

14.  Medical  service  is  hindered 
by  lack  of  public  confidence.  The 
economic  interest  of  doctor  and 
patient  are  diametrically  opposed. 

15.  The  public  is  becoming  quite 
well  informed  as  to  the  commer¬ 
cial  attitude  of  vast  numbers  of 
the  profession,  and  with  a  cor¬ 
responding  increase  in  its  suspi¬ 
cion  of  everything  professional. 


Periodic  health  surveys  will  en¬ 
able  physicians  to  practise  preven¬ 
tive  medicine,  and  as  consultations 
will  be  free  and  with  the  full  con¬ 
fidence  of  the  patient  in  the  ex¬ 
aminer,  advice  will  be  sought  early 
and  usually  long  before  there  is 
any  marked  incapacity. 


Consultations  being  free,  there 
will  be  no  loss  of  prestige  of  the 
physician,  and  suspected  cases  of 
cancer,  appendicitis,  ectopic  preg¬ 
nancy,  etc.,  will  be  promptly  re¬ 
ferred  to  specialists,  and  innumer¬ 
able  lives  will  be  saved  by  prompt 
intervention. 

Unto  every  man  according  to 
his  need,  will  be  the  motto  of  med¬ 
icine.  The  best  we  know  to  all 
alike,  rich  and  poor. 


There  will  be  no  drug  traffic, 
no  patent  medicines,  no  nostrums. 
Preventive  medicine  will  eliminate 
very  largely  the  use  of  drugs. 

There  will  be  complete  profes¬ 
sional  co-operation,  and  health  ac¬ 
tivities  will  predominate.  The 
only  competition  will  be  as  to  who 
can  render  the  best  service  or 
bring  about  most  progress.  Such 
a  service  would  bring  out  the  best 
qualities  of  each  individual. 

The  ethics  of  a  real  health  ser¬ 
vice  will  be  as  simple  as  the  Golden 
Rule. 

Medical  services  will  command 
full  public  confidence  because  the 
economic  interests  of  doctors  and 
patients  will  be  identical. 

With  the  abolition  of  commer¬ 
cialism  from  the  profession,  the 
confidence  of  the  public  in  the  in¬ 
tegrity  of  the  profession  will  not 
only  be  restored,  but  will  reach  an 
altitude  previously  unknown  in  the 
history  of  medicine. 
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16.  Surgery,  the  most  valuable 
handmaiden  of  medicine,  seldom 
has  a  chance  to  do  its  best,  be¬ 
cause  employed  as  a  last  resort. 
Its  employment  is  denied  to  many 
who  need  it  because  of  the  fees 
demanded,  and  refused  by  many 
because  of  their  suspicion  of  the 
surgeons. 

17.  Women  give  birth  to  their 
babies  usually  in  their  own  homes, 
with  possibly  very  poor  surround¬ 
ings,  or  in  general  hospitals  which 
necessarily  admit  all  sorts  of  sur¬ 
gical  cases,  including  many  types 
of  infection.  The  maternal  death- 
rate  in  obstetrical  work  in  the 
United  States*  is  the  highest  of 
any  civilized  country  except  Chile, 
and  there  has  been  little  if  any 
improvement  during  the  last 
twenty  years.  The  large  mortality 
and  corresponding  morbidity,  is 
attributed  to  “meddlesome  mid¬ 
wifery”;  that  is,  to  unnecessary 
Cesarean  sections  and  other  sur¬ 
gical  and  non-surgical  methods  of 
hastening  delivery.  Such  interfer¬ 
ences  with  a  natural  process  are 
due  at  times  unquestionably  to  a 
desire  for  the  increased  fee,  but 
largely  to  the  haste  of  the  physi¬ 
cian  in  his  desire  to  meet  some 
other  professional  or  social  en¬ 
gagement.  (Surgeons  whose  work 
is  largely  in  the  repair  of  injuries 
connected  with  haste  in  the  de¬ 
livery  room,  can  fully  appreciate 
the  incisive  epigram  of  the  late  * 
Dr.  Joseph  Price,  of  Philadelphia: 
“The  dinner-coat  has  played  hell 
with  the  birth-canal.”  If  Dr. 
Price  were  now  alive,  he  would 
probably  add  to  his  indictment  the 
golf  club,  and  perhaps  the  cinema 
and  other  popular  recreations.) 

18.  Fee-splitting  in  the  profes¬ 
sion,  and  the  lack  of  official  con¬ 
trol  of  “specialists,”  result  in  an 
enormous  number  of  unnecessary, 
bungingly-performed  and  expen¬ 
sive  operations,  with  a  death-rate 
in  major  operations,  as  shown  by 
the  figures  gathered  by  Dr.  Wm. 
T.  Black,  of  Memphis,  Tenn.,  of 
not  less  than  five  times  what  it 
should  be.  (Texas  State  Medical 
Journal,  April,  1924.) 

(*See  articles  in  issue  of  the  Journal 
of  the  A.M.A.  of  Dec.  10,  1927,  by  Geo. 
W.  Kosmak,  M.D.,  of  New  York,  Fred 
C.  Holden,  M.D.,  of  New  Yoi*k,  and  S. 
Josephine  Baker,  M.D.,  of  New  York.) 


Surgery  will  be  an  important 
feature  of  the  service.  It  will  be 
used  early  and  as  indicated.  All 
will  employ  it  as  needed,  because 
no  fees  will  be  collected,  and 
there  will  be  no  suspicion  that 
operation  is  advised  for  financial 
gain. 

Women  will  be  delivered  in 
lying-in  hospitals  which  will  ad¬ 
mit  no  other  classes  of  patients,  in 
accordance  with  the  logical  plea 
recently  advanced  by  Dr.  DeLee, 
of  Chicago  (Modern  Hospital, 
September,  1927).  Such  hospi¬ 
tals  will  be  furnished  with  an  an¬ 
nex  to  which  will  be  taken  in¬ 
fected  cases,  so  that  the  hospital 
proper  can  be  kept  free  from  all 
known  sources  of  infection.  De¬ 
livery  will  be  supervised  by 
trained  medical  specialists,  aided 
by  nurses  specially  trained  in  mid¬ 
wifery,  and  the  work  will  be  so 
systematized  that  each  obstetri¬ 
cian  will  be  on  duty  for  only  eight 
hours.  There  will  be  no  reason 
for  any  haste,  but  cases  will  be 
passed  from  one  obstetrician  to 
his  successor,  and  there  will  be  no 
excuse  for  “meddlesome  mid¬ 
wifery.” 


No  incompetent  man  will  be 
permitted  to  operate ;  there  will  be 
no  fees  to  split,  and  hence  no 
temptation  to  perform  unneces¬ 
sary  operations. 

All  classes  will  be  benefited : 
the  wealthy  will  not  question  ad¬ 
vised  operations,  since  the  physi¬ 
cian  will  have  no  pecuniary 
temptations  to  advise  such,  while 
the  poor  will  not  fear  neglect  be¬ 
cause  of  their  poverty. 
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19.  A  doctor  who  has  once  been 
licensed,  can,  in  Ohio  at  least,  be 
deprived  of  the  right  to  practise 
medicine  by  being  convicted  of  a 
penitentiary  offence.  No  matter 
how  negligent  he  may  be,  how 
reckless  he  may  become,  how  ut¬ 
terly  behind  the  times  in  matters 
of  medical  progress,  he  may  con¬ 
tinue  to  practise  medicine  with 
impunity. 


20.  Hospitals  are  largely  centers 
for  group  or  staff  activities,  and 
the  publicity  connected  with  them 
is  a  great  professional  asset. 
Their  rules  of  conduct  serve  lar¬ 
gely  to  eliminate  competition. 

21.  Much  complaint  is  now  heard 
in  regard  to  the  conduct  of  so- 
called  “health  clinics,”  the  gen¬ 
eral  establishment  of  which  is  be¬ 
ing  urged  at  this  time.  State¬ 
ments  are  made  that  patients  are 
very  frequently  frightened  by 
what  they  are  told  at  these  clinics, 
when  they  should  be  reassured 
and  only  warned  if  conditions  re¬ 
quire  such  warning.  There  is  a 
natural  suspicion  that  patients  are 
thus  frightened  for  ulterior  pur¬ 
poses. 


22.  Very  few  physicians  keep 
any  histories  of  their  patients 
aside  from  the  entry  of  charges 
for  visits  or  office  calls. 


23.  Any  young  physician,  just 
graduated  from  medical  college, 
can  at  once,  and  with  no  special 
preparation  whatever,  announce 
himself  as  a  “specialist”  and  con¬ 
duct  his  work  accordingly. 


His  work  being  under  super¬ 
vision,  the  Board  of  Examiners 
will  unquestionably  be  empower¬ 
ed,  in  case  his  gross  incompetency 
becomes-  evident,  to  retire  him 
from  the  practice  of  medicine  in 
order  to  conserve,  in  the  only  pos¬ 
sible  way,  the  paramount  inter¬ 
ests  of  the  public.  In  other  words, 
he  will  not  only  know  enough  to 
pass  examinations  when  he  enters 
the  profession,  but  he  must,  there¬ 
after,  maintain  his  standing  or 
drop  out. 

Hospitals  will  be  a  part  of  the 
health  service;  they  will  not  be 
used  selfishly,  because  medicine 
will  not  be  a  business  and  there 
will  be  no  competition  in  the  or¬ 
dinary  sense  of  the  word. 

Patients  will  be  carefully  ex¬ 
amined;  will  be  told  all  that  has 
an  actual  bearing  as  to  precau¬ 
tionary  measures  of  habits  and 
living,  but  nothing  which  will  ex¬ 
cite  unnecessary  or  useless  alarm. 
A  middle-aged  man  will  not  be 
told  that  he  has  “a  trace  of  albu¬ 
men  in  his  urine,”  unless  at  the 
same  time  he  is  told  that  at  his 
age  that  is  to  be  expected  and 
means  nothing.  Patients  will  not 
be  told  they  have  a  “dropped 
stomach,”  or  a  “dropped  heart,” 
unless  a  full  explanation  is  made 
of  what  those  statements  mean 
and  of  their  utter  unimportance. 

Physicians  will  be  required  to 
keep  notes  of  conditions  of  pa¬ 
tients  and  their  progress,  and  will 
have  time  for  such  notes  as  they 
will  not  need  to  make  charges  or 
look  after  collections. 

No  one  will  be  permitted  to 
pose  as  a  specialist  in  any  way  un¬ 
til  he  has  satisfied  those  in  auth¬ 
ority  that  he  has  properly  quali¬ 
fied  himself  for  that  special 
branch  of  medical  practice. 
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24.  The  public  is  kept  grossly 
ignorant  of  the  utter  insignific¬ 
ance  of  the  vast  majority  of  the 
little  disturbances  which  lead  pa¬ 
tients  to  consult  physicians.  Phy¬ 
sicians  usually  give  a  prescription 
or  hand  out  a  little  medicine, 
without  explanation,  and  the  re¬ 
covery  of  the  patient  within  a 
few  hours  or  days  is  naturally  at¬ 
tributed  by  him  to  the  medicine 
which  he  took;  and  thus  again  and 
again  he  returns  under  similar  cir¬ 
cumstances  and  gets  similar  treat¬ 
ment.  (The  interests  of  patient 
and  physician  are  antagonistic.) 


The  public  will  be  informed  of 
the  evanescent  character  of  these 
troubles,  and  drugs  will  be  given 
only  as  needed,  or  as  desired  for 
alleviation  of  symptoms.  Every 
effort  will  be  made  to  instruct  the 
public  as  to  the  fact  that  less  than 
one-tenth  of  their  ailments  are 
really  of  serious  import,  but  that 
that  one-tenth  needs  the  very  best 
that  medical  art  and  science  can 
afford.  (The  interests  of  patient 
and  physician  are  identical.) 


The  only  pet'fect  and  hence  happy  adjustment  of  the  relations 
between  physician  and  patient  can  only  be  secured  when  the  econ¬ 
omic  interests  of  both  are  identical  and  not  as  notv  antagonistic . 

By  what  means  other  than  State  Medicine  can  such  a  community 
of  interests  between  physician  and  patient  be  secured f 


Very  sincerely  yours, 

J.  F.  BALDWIN. 
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TABLE  II.— SASKATCHEWAN— CONTRACT  DOCTORS. 
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The  district  of  Lloydminster  is  omitted,  since  it  also  serves  territory  in  Saskatchewan. 
The  districts  of  Stettler  and  Vulcan  are  omitted,  since  they  are  not  yet  operating. 
♦Excluding  the  two  large  districts  of  Athabasca  and  Grande  Prairie. 


TABLE  IV.— SUMMARY  OF  CONTRACT  MEDICAL  SERVICES. 
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TABLE  V.— DRUMHELLER  MUNICIPAL  HOSPITAL 


SUMMARY  OF  CONTRACTS  FOR  HOSPITALIZATION 


Names  of  Firms 

1 

No.  on  Payroll 

1 

(Abandoned) 

145 

90 

82 

90 

Mine  closed  1924 

135 

Mine  closed  1922 

235 

91 

138 

Phoenix  Coal  Co . 

Now  Radiant  Coals 

Not  Shown 

100 

North  American  Collieries  . 

dosed 

122 

Closed  1920 

140 

Mid-West  Collieries  . 

Now  Closed 

10 

Alberta  Superior  Coal  Co . 

Closed  1922 

Mine  898  closed  1925 

. 

Unity  Collieries,  Murray,  Nixon  &  Drummond 

Closed  1925 

Total . 

1378 
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SPECIMEN  CONTRACT  FOR  MEDICAL  SERVICE. 


AGREEMENT  MADE  TO  COME  INTO  EFFECT  JAN.  1,  1927, 

BETWEEN 

1 

C.  G.  REINHORN,  M.D.C.M.,  of  the  HAMLET  of  BELLEVUE,  herein 
called  the  Doctor,  of  the  First  Part,  and 

THE  BELLEVUE  MINERS’  UNION,  of  the  Second  Part, 

WITNESSETH: 

THAT  for  the  consideration  herein  after  named  the  party  of  the  first 
part  agrees  as  follows: 

THAT  all  necessary  medical  and  surgical  treatment,  including  oper¬ 
ations  of  any  character,  and  all  necessary  medicines  required,  in  the 
treatment  of  any  illness  to  all  members  of  the  Union  and  their  dependents, 
and  provide  all  such  members  and  their  dependents,  with  all  necessary 
drugs,  dressings,  vaccines,  antitoxins,  serums,  surgical  treatment,  X-ray 
and  hospital  accommodation,  during  the  continuance  of  the  agreement, 
whenever  and  so  often  as  the  same  shall  be  required. 

2.  To  perform  all  necessary  major  operations,  on  all  such  members  and 
their  dependents  for  a  fee  not  exceeding  $25.00  in  each  case.  And  all 
necessary  minor  operations  on  all  such  members  and  their  dependents, 
such  as  the  removal  of  tonsils,  adenoids,  etc.,  for  a  fee  not  exceeding 
$7.50  for  adults  and  $5.00  in  each  case  for  children,  all  other  operations 
on  children  to  be  free. 

3.  To  attend  all  cases  of  confinement  or  miscarriage,  of  the  wife  of,  or 
other  wholly  dependent  member  of  the  family,  of  a  member  of  the  Union 
for  a  fee  of  $10.00. 

4.  For  the  treatment  of  all  venereal  diseases  of  any  such  member  or 
dependent,  and  of  all  illness  and  accident  resulting  from  the  use  of  alcohol, 
the  doctor’s  fees  shall  be  100%  of  the  fees  adopted  by  the  College  of 
Physicians  and  Surgeons  of  Alberta.  The  doctor  shall  furnish  the  party 
of  the  second  part  with  a  copy  of  such  fees. 

5.  If  the  doctor  shall  at  any  time  require  an  extended  leave  of  absence 
or  a  temporary  leave  of  absence  he  shall  be  granted  same,  but  in  every 
such  case  he  shall  at  his  own  expense  furnish  the  services  of  a  fully 
qualified  and  reputable  physician  satisfactory  to  the  Union  to  perform 
his  duties  under  this  agreement. 

6.  He  shall  furnish  the  Workmen’s  Compensation  Board  and  the  Union 
with  all  the  necessary  reports  of  injury. 

7.  In  consideration  of  the  faithful  performance  of  the  duties  of  the 
Doctor  as  set  out  in  this  agreement,  the  Union  hereby  agree  that  $1.15 
each  and  every  two  weeks  shall  be  deducted  from  the  earnings  of  every 
adult  member  who  has  worked  three  (3)  or  more  days  during  such  period 
of  two  weeks,  but  where  less  than  three  days  have  been  worked  in  the 
period  of  two  weeks,  no  charge  will  be  made,  but  sixty  cents  will  be 
collected  for  such  period  when  the  requisite  number  of  days  are  worked 
in  the  following  period,  in  addition  to  the  current  periodical  payment. 

Those  getting  boys’  wages  shall  pay  55c  each  period  when  working- 
three  or  more  days  in  said  period,  but  when  less  than  three  days  are 
worked  in  such  period,  no  charge  will  be  made,  but  25c  will  be  collected 
in  the  following  period  in  addition  to  the  current  periodical  payment. 

NOTE:  Not  more  than  this  amount  as  stipulated  above  to  be  collected 
in  any  one  period. 

In  the  event  of  a  strike  or  lockout  one-half  of  the  regular  fee  shall 
be  collected  from  the  earnings  of  men  when  work  is  resumed.  But  such 
collections  must  extend  over  the  same  period  of  time  as  said  strike 
or  lockout. 

8.  All  dependents  losing  their  life  whilst  employed  in  the  Bellevue 
mine,  and  are  members  of  the  Bellevue  Miners’  Union,  shall  be  given  free 
treatment  by  the  Doctor,  while  they  continue  to  reside  in  the  immediate 
neighborhood. 

9.  It  is  mutually  agreed  that  no  contagious  disease  will  be  admitted 
to  the  hospital. 
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10.  It  is  mutually  agreed  that  the  Doctors'  Committee  and  the 
Doctor  will  meet  from  time  to  time  for  discussion  to  clarify  any  possible 
misunderstanding  arising  out  of  this  contract,  and  to  amicably  adjust 
the  same  if  possible. 

11.  In  the  event  of  the  Doctor  being  found  guilty  of  gross  misconduct, 
or  gross  mal-practice,  he  shall  be  given  60  days'  notice  immediately. 

12.  The  Doctor  agrees  that  at  least  within  two  months  he  will  have 
X-ray  and  sterilising  apparatus  installed  in  the  hospital. 

13.  The  life  of  this  contract  will  be  two  (2)  years. 

*14.  Notwithstanding  any  of  the  provisions  contained  herein:  the 
Doctor  shall  furnish  all  necessary  medical,  surgical  and  hospital  attention, 
including  drugs  and  dressings,  to  workmen  coming  within  the  scope  of  the 
Workmen’s  Compensation  Act  (Accident  Fund)  who  may  receive  personal 
injury  by  accident  arising  out  of  and  in  course  of  their  employment,  unless 
such  attention  is  otherwise  ordered  by  the  Board,  and 

The  sum  of  %  of  one  cent  per  shift  or  part  shift  worked  by  each 
workman  shall  be  retained  by  the  employer  from  the  amount  mentioned 
herein,  and  the  monies  so  retained  for  the  preceding  three  months  shall 
be  forwarded  to  the  Workmen's  Compensation  Board  on  or  before  the 
twentieth  days  of  April,  July,  October  and  January  of  each  year,  accom¬ 
panied  by  such  information  as  may  be  required  by  the  Board. 

*Note. — This  clause  is  inserted  in  all  medical  contracts  by  the  Work¬ 
mens’  Compensation  Board  to  protect  their  interests. 
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